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' as welcome relief of spasm and pain is continuously re- 
ported in functional G-I disorders, such as irritable, 


spastic colon syndrome; peptic ulcer; biliary dyskinesia; pylorospasm; and infant colic. 


sure 


relief can be expected... even in patients where other antispasmodics have failed.** 


= 
GC dual antispasmodic action is specific to the 
G-I tract. Spasm pain is relieved by direct 


relaxation of the smooth muscle and postganglionic parasympathetic nerve blockage. 


S a a even in the presence of glaucoma‘... BENTYL does not 


increase intraocular tension, produce blurred vision, dry mouth or urinary retention. 


1. Chamberlain, D. T.: Gas- 
troenterology 17:224, 1951. 
2. Hock, C. W.: J.M.A., Ga. 
43:124, 1951. 3. Derome, L.: 
Canad. M.A.J. 69:532, 1953. 
4. Cholst, M., Goodstein, S.. THE WM. S. MERRELL COMPANY 
Berens, C., and Cinotti, A.: » New York - CINCINNATI + St. Thomas, Ontario 
J.A.M.A. 166:1276, 1958. Another Exclusive Product of Original Merrell Research 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 
® Zanchol produces a bile low in sediment. 
® Zanchol enhances the abstergent quality of bile. 


® Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


© Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 

Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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Pilonidal Disease: Management Without Excision 
Philip Jacobson, M.D. 
Presentation of a method for surgical obliteration of an annoying 
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Keith Hammond, M.D. 
A quick review of some of the problems of diagnosis and treatment of the 
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Detection of intestinal parasitism can be made a part of routine office 
practice—gives a high yield of positive results in some parts of the 
South. 


The Management of Stress Incontinence by General 


Practitioners 

Richard B. Salzer, M.D 
The American Academy of General Practice is a national A description of the pathophysiology of stress incontinence; principles 
association of physicians engaged in the general practice of of treatment and the mechanisms by which simple exercises may be 


medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to sufficient to overcome the basic musculofascial relaxation. 


the conviction that continuing study is the basis of sound 


The Results of Desensitization in to Insect 


the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific Stings 
section. In other regular departments it carries articles and 


official reports pertinent to the work of the Academy's 15 Robert A. Stier, M.D. and Robert F. E Sitter, MD. 

sending compiitens, Allergic reactions to insect stings are serious emergencies. This survey 
emphasizes the clear value of desensitization measures and methods 
for their administration. 
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Sol Katz, M.D. 
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Mortality Survey in Twenty-Six Years of General 


Charles Baron, M.D. 
Few physicians take the trouble to keep diagnostic “accounts” in their 
GP is published monthly by the American Academy of practice. Dr. Baron does, and the result is an interesting review of 


General Practice. Materials for publication should be ad- one general practice. 
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The Management of Antepartum Bleeding 
Ralph C. Benson, M.D. 

Here is a practical discussion of a problem that is inescapable for any 
physician who practices obstetrics—no matter how limited that aspect 
of the practice may be. 

The Familial Pattern and Treatment in the prendin 
Nathan E. Silbert, M.D. 

Dr. Silbert emphasizes the importance of the family history in establish- 
ing an early diagnosis of allergy. Further, he discusses some facets of 
antihistamine therapy for the period before desensitization is complete. 
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Philip F. D. Seitz, M.D. 

A report illustrating the important qualifications that determine 
whether and to what extent a general practitioner can do psychotherapy. 
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Harry F. Dowling, M.D. 

The story of a rising tide of infections that resist treatment. 
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Alfred J. Kobak, M.D. 

An account of methods for prevention of pain—plus safe techniques for 
anesthesia. 
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Robert J. Bolt, M.D., Arthur B. French, M.D. wnt Marvin Pollard, ‘Mo. 

New methods of diagnosis and treatment for disorders that formerly 
went undiagnosed and untreated. 
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these and other timely and informative articles 
scheduled to appear in coming issues. 


The Treatment of Vascular Meadaches. Russi N. 
DeJonc, M.p. Modern therapy of migraine and 
other vascular disorders that cause head fain— 
with emphasis upon prevention. 

Nolle Nocere, Anxiety and Medicaments. James 
Maas, A look at some of the bhysician’s 
subjective motives for prescribing drugs for sick 
people. 


Enuresis in Children. Harry Bax win, M.D. This essay 
reviews briefly but completely one of the mest annoy- 
ing difficulties of childhood.” 


The Surgical Management of Carcinoma of the Gelon. 


Epwarp M. Although surgery offers 


new hope, carly diagnosis and periodic examina- 
tion are especially important, Dr, Maller stresses 
the importance of complete and frequent ¢xamina- 
tions, 


Medical interview: The Climacterie, Lours H: Warner, 
M.D. AND Joun L. Pargs, The frst in series 
of medical interviews, in which Academy Member 
Louis H. Weiner discusses the problem of the ¢li- 
macteric with an expert on Uhis subject, Dr. John L. 
Parks, of the George Washington University 
School of Medicine, Washington, D.C. 


The Abortion Problem. Epiru L. Porrer, M.p. 
Planned: preconceptional care could reduce the 
number of spontaneous abortions. Dr. Potter’s arti- 
cle concisely summarizes recent literature on the 


physical and emotional causes of abortion. 


Ultraviolet in General Practice. EDwin MATLIN, M.D. 
Dr. Matlin reviews the many uses for an age-old 
Sorm of therapy, stressing exposure techniques and 
the uses and limitations of ultraviolet radiations. 
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enables your patient to escape 


peptic ulcer symptoms 


PRANTAL 


Relief from gastric hypermotility and hypersecretion by 
PRANTAL aids physiological healing of the ulcer. With his 
freedom from pain and other distressing ulcer symptoms, 
your patient feels secure in his personal relationships, rela- 
tively certain of freedom from exacerbations. 


Rx the form that’s best for him 


for adjusting dosage—PrantTAt Tablets, 100 mg. 
for prolonged relief—PrantaL Repetass, 100 mg. 


with sedation—PRAnTAL with Phenobarbital Tablets, 
100 mg. with 16 mg. phenobarbital. 


PranTAL® Methylsulfate, brand of diphemanil methylsulfate. 
Repetass,® Repeat Action Tablets. 
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PUBLISHER'S MEMO 


In ABOUT A MONTH, a small group of staff members will 
leave for San Francisco and the Eleventh Annual Sci- 
entific Assembly. Meanwhile, in all parts of the country, 
more than 7,000 people are checking flight schedules, 
train connections and hotel reservations. Within a 
single 48-hour period, most of these people will de- 
scend on San Francisco. Some of them will stay two 
days, others will stay for more than a week. 

We wonder how many of these 7,000 people could 
estimate the hours of planning and preparation each 
Assembly requires. For example, San Francisco was 
selected as the site more than three years ago. A few 
weeks later, staff members met with convention bureau 
executives and inspected hotel and auditorium facili- 
ties. The Academy met in San Francisco in 1951 but 
many wide rivers have since flowed over the dam. 

Only 4,222 people attended the 1951 meeting and 
Brooks Hall, the sprawling underground exhibit area, 
was only a good idea. There were 27 scientific and 148 
technical exhibits. This year, there will be 106 scien- 
tific and more than 300 technical exhibits. 

It’s not easy to work in Kansas City and plan a 
meeting in San Francisco—or any other city. It’s like 
doing a jigsaw puzzle by mail. The tiniest details need 
meticulous attention because there will suddenly be a 
day when a thousand strings must be spliced. None 
of them can be loose, frayed or broken. 

Planning Assemblies is like publishing a magazine. 
There’s never time to sit back and take a breather. 


Richard F. Knott, Midwest Representative 


h ‘ a The staff, working with key commissions and commit- 
7530 North Sheridan Road, Chicago 26, Illinois 


tees, has been planning the 1960 and 1961 Assemblies ; 
for more than a year. In Madison Avenue vernacular, 
a ee a many of these plans are already “finalized.” It’s an 
Dale Wharton, Advertising Manager endless job. : 
ene But like most worthy assignments, there’s a sub- 
TROLLER 
Norman P. Allen . stantial amount of satisfaction involved. Before the As- 
sembly closes, a group of grateful doctors will say, 
“This is the best meeting we’ve ever had.” It happens 
every year. When it does, you forget the hours of work, 
to the Ofice of the Medical Editon Hugh H. emit a grateful sigh—and start working to make next 
Georgetown Universi i 
Wethington 7, = year’s Assembly even better. —M.F.C. 


Materials for publication should be add d to the Editorial 
and Business Offices of GP: Volker Blvd. at Brookside, Kansas City 12, 
Missouri, C Orrespondence pertaining to scientific content 
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Trihexyphenidy! HC! LEDERLE 


Effectively helps restore smooth straight-line function in all forms 

of Parkinsonism. 

One of the best available preparations for sustained control of rigidity and minor 
tremors.! Also active against oculogyria and akinesia.? A basic drug for 
beginning treatment in all types of Parkinsonism." ? 

Continually useful alone or in combination i in most cases at any stage. 
Employable at any 

Gentle in action at therapeutic dosage.’ One of the drugs least likely 

to produce side effects.* 

Supplied: 2 mg. and 5 mg. TABLETS; ELIXIR, 2 mg. per 5 cc. teaspoonful 
Dosage: | mg. first day, gradually increased, according to response, to 
6-10 mg. daily divided in 3 doses at mealtimes. 

1, Doshay, L. J.: M. Clin. North America 40:1401 (Sept.) 1956. 


2. Doshay, L. J.: Current M. Dig. 22:11:49 (Nov.) 1955. 
3. De Jong, R. N.: J. Michigan M. Soc. 57:722 (May) 1958. 


Qederte) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Significant Events 


Gundersen Urges p Waving a brilliant banner (woven on an Academy loom), AMA 
Periodic Exams President Gunnar Gundersen has endorsed periodic reap— 

praisals of professional ability. Dr. Gundersen, addressing 
the recent Congress on Medical Education and Licensure, 
called for continuing postgraduate education programs, back— 
ed up by comprehensive examinations. Physicians would be 
required to prove that "they have retained important basic 
knowledge and competencies and have kept up to significant 
advances." 

The Academy, founded in 1947, is still the only national 
medical organization that enforces postgraduate study 
requirements. Indirectly endorsing this program, Gundersen 

said that a re-examination plan would preserve the "high 
standard that the public has évery right to expect." 


Committee Approves > For the second time in as many years, the House Ways and 
Keogh-Simpson Bill Means Committee has overwhelmingly approved HR 10, the 


Keogh-Simpson bill to let self-employed people establish 
tax-deferred retirement income funds. The House endorsed 
the bill during the last session of Congress but it was 
killed on a Senate technicality. 

The House will probably string along with its committee's 
recommendation but there are hints of Senate sabotage. 

Harry F. Byrd, a Virginia Democrat and chairman of the 
Senate Finance Committee, may be a thorn in the side of a 
reasonably rosy prognosis. Despite President Eisenhower's 
plea, the Administration's budget probably won't balance and 
congressmen take a dim view of legislation that decreases 
the total revenue take. The Treasury estimates the bill 
will reduce revenue $360 million the first year. 

If HR 10 does become a law of the land, self-employed 
people can annually deposit up to $2,500 in a retirement 
income fund. These amounts will not be taxed until they are 
withdrawn and used as retirement income. The lifetime tax-— 
deferred maximum is $50,000. 

The Academy will be ready with a retirement savings fund 
when and if the bill becomes law. Even without such legisla-— 
tion, the soon-—to-—be—announced "American Academy Physi- 
cians' Retirement Plan" will offer a remarkable investment 
opportunity for members. 

Every bill contains an abundance of fine points and subtle 
shadings and with these in mind, GP will soon publish an 
article discussing provisions of the bill as they relate to 
the medical profession. 
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Murray and Dingell 
Still in the Picture 


Six Proposals Worry 
Insurance Association 


Blue Shield Group 
Offers New Plan 


> Senator James Murray and Representative John Dingell have 
again introduced new compulsory health insurance bills, 
promising that they "will provide the one thing needed to 
furnish an adequate health program to the people of the 
United States:" Employees could buy this brand of social- 
ized medicine for prices ranging up to $90 a year. The 
balance of the tab would be picked up by employers. 

Note that the Murray—Dingell bill is not tax—financed. 
Instead, it gives employees a legal right to demand a pri- 
vate and parasitic subsidy. When this happens, consumer 
prices will soar and the nation will have added a new arc 
segment to the unending inflationary spiral. 

Dingell's father was a member of the original Wagner-— 
Murray—Dingell triumvirate that carried the socialized 
medicine ensign during the Truman Administration. 


> The health insurance industry is definitely concerned 
about legislative proposals that may come out in the open 
within the next two years. At a recent New York meeting, 
267 industry representatives heard Robert R. Neal read the 
handwriting on the wall. Neal represented the Health 
Insurance Institute of America. 

The speaker listed six proposals as areas of special 
concern. These proposals would (1) make all social security 
participants and dependents eligible for free disability 
benefits; (2) increase social security benefits 10 per cent; 
(3} provide benefits to everyone over age 65, regardless of 
social security qualifications; (4) establish a "baby 
Medicare" program for retired servicemen and their de-— 
pendents; (5) create a Bureau of Older Persons in the 
Department of Health, Education and Welfare and (6) create 
a National Institute of Geriatrics. 


p A "frankly experimental" Blue Shield plan has been offered 
to over—age-65 subscribers in the Buffalo, N. Y., area. 

The "Golden Age Enrollment Plan," available on an individual 
subscription basis, covers all medical and surgical services 
when the individual subscriber's income is not over $4,000 
or the family's income does not exceed $6,000. 

Under the new plan, introduced by the Western New York 
Medical Plan, Inc., participants pay the same rates and are 
entitled to the same benefits as younger Blue Shield sub-— 
scribers. The individual rate and the family rate are 
respectively $8.75 and $21 a quarter. 

Dr. John C. Kinzly, Blue Cross president, says it may be 
feasible to offer over—age-—65 coverage at standard rates 
because (1) maternity benefit payments will be negligible 
and (2) older people require less surgical care. 


—M.F.C. 


PLAN NOW TO ATTEND THE ACADEMY'S 11TH ANNUAL SCIENTIFIC 
ASSEMBLY, APRIL 6-9, IN SAN FRANCISCO'S CIVIC AUDITORIUM. 
A HOTEL RESERVATION FORM APPEARS ON PAGE 275. 
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sulfonamide therapy at its best 


more rapid recovery... 
because of rapid, prolonged high blood 
and tissue levels of triple sulfa mixtures. 
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Minnesota. President: Joun G. Loumann, M.D., Pipestone Na- 
tional Bank Bldg., Pipestone; Secretary-Treasurer: Paut W. 
Liner, M.D., Medical Arts Bldg., Minneapolis; Executive 
Secretary: James A. Biake, M.D., 15 9th Ave. S., Hopkins 


Mississippi. President: Appison T. TaTuM, M.D., Box 648, Petal; 
Secretary-Treasurer: JoHN Roy Bane, m.D., 4513 Highway 80 
W., Jackson 4; Executive Secretary: Miss Loutse Lacey, 
Box 1435, Jackson 
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ay; 
get them out of bed quickly...safely 
| ; 
% 
high urine solubility makes risk of crystaliuria 
but avoids certain of theit complications.. 
nger of moniliasis, gastric upsets, 
resistance, Sensitivity, blood dyscrasia;, 
of Tri-Sulfany! syrup appeals to all. 
Each 5 cc. of Tri-Sulfanyl syrup, or each tablet 
fe contains 0.5 Gm. of total sulfas (equal parts of 
sulfadiazine, sulfamerazine and sulfathiazole) with Pe 
0575 of sodium citrate (in syrup only). 
200 and 500 tablets. Pu 
SAMPLES and new literature on request. Rh 
arlington-funk laboratories = 
250 East 43rd St., New York 17, N.Y. 


Missouri. President: P. V. Srecer, m.p., Smithton; Secretary- 
Treasurer: JOHN F. Peart, m.D., St. Clair; Executive Secretary: 
Mr. Raymonp McIntyre, 622 Missouri Theatre Bldg., St. Louis 


Montana. President: Amos R. Lirriz, m.p., 555 Fuller Ave., 
Helena; Secretary-Treasurer: VERNON D. STANDISH, M.D., 
127 McLeod, Big Timber 


Nebraska. President: Cuartes M. Murpny, m.pD., 5901 Military 
Ave., Omaha ; Secretary-Treasurer: Joun A. Brown, III, m.p., 
113 N. 11th St., Lincoln; Executive Secretary: Mrs. ALETHA 
E. Kos, 113 N. 11th St., Lincoln 


Nevada. President: Ropert V. BroapDBENT, M.D., 190 Mill St., 
Reno; Secretary-Treasurer: Ricnarp C. SHERETzZ, M.D., 508 
Humboldt St., Reno 


New Hampshire. President: ADRIAN MARSHALL, M.D., 43 Main St., 
Meredith; Secretary: Wmu1am F. Putnam, M.D., Lyme 


New Jersey. President: Cuartes H. Catvin, m.p., 80 Commerce 
St., Perth Amboy; Secretary: Pum R. D’Amso.a, M.D., 21 
§. 6th St., Harrison; Executive Secretary: Mr. Artruur R. 
Ewensercer, 120 Halstead St., East Orange 


New Mexico. President: WEeNDELL Hunt Peacock, m.D., 111 N. 
Orchards, Farmington; Secretary-Treasurer: FRrepDERIcK R. 
Brown, M.D., 207 N. Union, Roswell 


New York. President: Grecory A. GALvIN, M.D., 401 W. State 
St., Ithaca; Secretary-Treasurer: RaymMonp S. McKEeEsy, M.D., 
84 Main St., Binghamton 


North Carolina. President: Cuartes H. PuGu, Torrence 
Bldg., Gastonia; Secretary-Treasurer: JoHN R. BENDER, M.D., 
Nissen Bldg., Winston-Salem 


North Dakota. President: Davin G. JAEHNING, M.D., 403 N. 7th 
St., Wahpeton; Secretary-Treasurer: RicHarD DePuy Niert- 
ING, M.D., 401 3rd St., S.E., Box 951, Jamestown 


Ohio. President: Cuartes R. M.D., 1833 Broadway, 
Toledo 9; Executive Secretary: Mr. Rosert Wuson, 1500 
W. 3rd Ave., Columbus 


Oklahoma. President: Rocer Rem, m.p., 1001 15th Ave., N.W., 
Ardmore ; Secretary-Treasurer: ARNOLD G. NELSON, M.D., Box 
5646, Midwest City ; Executive Secretary : Mrs. OrENE RAMSEY, 

Box 9696, Shartel Station, Oklahoma City 


Oregon. President : RopertT H. Tinker, M.D., 1420 N. Ainsworth, 
Portland; Executive Secretary: Mrs. ANNA Payne, 4942 
Northeast 34th Ave., Portland 11 


Pennsylvania. President: Georce A. ROWLAND, M.D., Box 117, 
Millville; Secretary-Treasurer: Horace W. EsHpacu, ™.D., 
4450 State Rd., Drexel Hill 


Puerto Rico. President: FERNANDO VALLECILLO, JR., M.D., 1116 
Ponce de Leon Ave., Rio Piedras; Secretary-Treasurer: 
Ratrx J. Lum, Jr., M.p., 601 Avenue Miramar, Sariturce 10 


Rhode Island. President: ALPHONSE R. Carpt, M.D., 1303 Crans- 
ton St., Cranston; Secretary-Treasurer: RICHARD J. KRAEMER, 
M.D., 2907 Post Rd., Greenwood P.O., Warwick 
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South Carolina. President: I. Ripon Wuson, Jr., M.D., 298 Meet- 
ing St., Charleston; Secretary-Treasurer: Horace M. Wurr- 
WORTH, M.D., 301 E. Coffee St., Greenville; Executive Secre- 
tary: Mrs. Inez C. Lytiz, 301 E. Coffee St., Greenville 


South Dakota. President: CHartes J. McDona.p, o.p., 303 S. 
Minnesota, Sioux Falls; Secretary-Treasurer: Howarp R. 
Wop, .p., 820 N. Washington, Madison 


Tennessee. President: Joun Paut Linpsay, M.D., 5410 Harding 
Rd., Nashville; Secretary-Treasurer: Invinc R. HittarD, M.D., 
601 Woodland St., Nashville 


Texas. President: CHartes E. Oswatt, Jr., M.D., Box 277, Ft. 
Stockton; Executive Secretary: Mr. Donatp C, Jackson, 
1905 N. Lamar, Austin 


Utah. President: F. Wiis Tayior, M.D., 1265 4th N., Salt Lake 
City; Secretary-Treasurer: Harowp E. Younc, jr., M.D., 
2 S. Main St., Midvale 


Vermont. President: Wiuuiam H. HEmninGER, M.D., 37 Buell St., 
Burlington; Secretary-Treasurer: Epwarp B. Crane, M.D., 
Box 306, Charlotte 


Virginia. President: W. Linwoop Batt, M.D., 714 North Blvd., 
Richmond; Secretary: Russet G. MCALLISTER, M.D., 1016 W. 
Franklin St., Richmond 20; Executive Secretary: Mrs. Louise 
B. Greiner, 4205 Dover Rd., Richmond 21 


Washington. President: Harotp D. Fritz, m.p., Cathlamet; 
Secretary-Treasurer: JoHN E. GAHRINGER, M.D., Medical 
Arts Bldg., Wenatchee; Executive Secretary: Mr. WALTER 
Lapstey, Medical Arts Bldg., Vancouver 


WestVirginia. President: Seicte W. Parks, M.D., 102 Adams St., 
Fairmont; Secretary: James Ketru Pickens, M.D., 116 S. 5th 
St., Clarksburg; Executive Secretary: Mr. Dontey T. Suuttz, 
Box 1187, Fairmont 


Wisconsin. President: Davip N. Go.psTEIN, M.D., 6903 5th Ave., 
Kenosha; Secretary-Treasurer: A. KELBie, M.D., 944 N. 
Jackson St., Milwaukee 


Wyoming. President: Wittarp H. Pennoyer, Hynds Bldg., 
3 Cheyenne; Secretary-Treasurer: S. JosepH GIOVALE, M.D., 622 
Central Ave., Cheyenne 


“No. | DON’T think it's the least bit cute.” 
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Charles Baron, M.D. is an Academy member from Covington, Ky. For three 
years, he has been an invited participant at the AMA’s Mental Health Council 
meeting, and his interest in this phase of medicine is reflected by his membership 
in the World Federation of Mental Health and the Kentucky State Mental Health 
Association. Dr. Baron is also a fellow of both the Association for the Advance- 
ment of Psychotherapy and the Academy of Psychosomatic Medicine and a mem- 
ber of the National Council on Family Relations. A graduate of the University of 
Chicago’s Rush Medical College, Dr. Baron takes a reflective look at his practice 


This Month's Authors 


in “Mortality Survey in Twenty-Six Years of General Practice.” 


Page 110 . 


Robert James Bolt, M.D., associate professor of medicine at the University 
of Michigan Medical School, coauthored ‘Malabsorption Syndromes” with Ar- 
thur B. French, M.D., and H. Marvin Pollard, M.D. A Michigan graduate, Dr. Bolt 
interned at St. Mary’s Hospital, Grand Rapids, Mich., and took part in the 
decentralized residency program sponsored by the University in affiliation with 
Butterworth Hospital, Grand Rapids. After his residency, Dr. Bolt had a one- 
year American Cancer Society fellowship in gastroenterology. He. spent the next 
two years as research associate in Michigan’s Institute of Industrial Health. 
Dr. Bolt is a consultant to the Ann Arbor VA Hospital. Page 144 


Philip Jacobson, M.D., Petersburg, Va., considers himself a general practi- 
tioner who devotes most of his time to surgery. He is particularly interested in 
hormonal therapy of spontaneous hemorrhage and has advanced a new theory 
on the genesis of this common disease. Dr. Jacobson, whose medical training 
was interrupted by a tour of duty in the Army Signal Corps, was graduated from 
the University of Maryland Medical School and took a four-year internship at 
Sinai Hospital, Baltimore. During the last year, he was a resident in surgery. 
He is currently attending surgeon, Petersburg General Hospital. Dr. Jacobson’s 
paper is “Pilonidal Disease: Management without Excision.” Page 84 


Richard B. Salzer, M.D. practices obstetrics and gynecology in Cincinnati, 
Ohio. He is a consultant in obstetrics at the Catherine Booth Hospital and for 
the Cincinnati Health Department and consultant gynecologist for Longview 
State Hospital. A graduate of the University of Cincinnati College of Medicine, 
where he is currently a staff member, Dr. Salzer interned at St. Louis City Hos- 
pital, then served as surgical assistant, Louisiana State University School of 
Medicine. Following two years’ service as an Army medical officer, he returned 
to New Orleans for residency training at Charity Hospital. Dr. Salzer’s article is 


Nathan E. Silbert, M.D., author of ‘The Familial Pattern and Treatment 
in the Changing Allergic State,” limits his Lynn, Mass., practice to allergic 
diseases. A fellow of the American College of Allergists and an associate fellow 
of the American College of Chest Physicians, Dr. Silbert was chairman of the 
international committee on allergy for the Fifth International Congress on Dis- 
eases of the Chest, held in Tokyo last year. He is chief of the allergy depart- 
ment, Lawrence Quigley Memorial Hospital and Soldiers’ Home, Chelsea, Mass., 
and senior consultant in allergic diseases, Danvers State Hospital, Danvers, 
and Benjamin Stickney Cable Memorial Hospital, Ipswich. Page 123 


**The Management of Stress Incontinence by General Practitioners.” 
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antibiotic resistant STAPHytococci are killed by 


2EPH I R ANT in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 
Preoperative preparation e Scrub-up e Surgical dressings e Wound irrigation e Sterile 
storage of instruments e Furniture, wall, and general sickroom disinfection « Laundry 
Zephiran chloride, brand of benzalkonium chloride refined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, “¥, 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Dear Sirs: 

I carefully read the Reverend Jordan’s letter titled 
“Tempered Admiration” (December GP), for I had hoped 
to find what had dimmed his awe and respect for the pro- 
fession. Instead, I concluded that while purporting to deal 
with that subject he challenges our concept of free enter- 
prise while attacking the income of doctors. 

His arguments started nobly by alluding to the “‘con- 
quest of polio, the successful radical surgery upon the 
heart, and all the amazing results of antibiotics,” but 
quickly came to the core of his feeling by the base intima- 
tion—"‘Are these advances for the benefit of mankind or for 
the profit of the doctors?”’. To support this innuendo, he 
quotes from a conversation with a yacht salesman who had 
reported that now ‘‘almost one-third of our boats ($50,000— 
$70,000 class) are owned by doctors.” 

That some doctors should have that kind of income is a 
matter of some distress and confusion to him and he seeks 
to resolve this. The plan he offers as “the way out of this 
confusion,” seeks to derive stature by serving to re- 
emphasize medicine as a profession while beneath its thin 
veil it is an effort to control the income of the doctor. I can 
already imagine a “second plan” to control a doctor who 
under plan one managed to buy one of those expensive 
boats, 

As for the suggestion that “an annual financial report 
from the doctor would keep his patients informed as to the 
actual costs of medical care,” whoa! I thought we were 
talking about a profession not business. The next thing, 
these stockholders will need to know more about the private 
life of our business in order to know if he’s entitled to the 
expenses; and pardon the nasty word—his profit. 

Come now, what is it the gentleman wishes? What does 
he want ? 
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If the amount of income a man makes should be con- 
trolled by preachers or anyone else under whatever guise, 
we’ve changed our form of government, and I must have 
missed that election because I don’t recall being given a 
chance to vote on that change. If we are going to control 
income—that seems such a small nibble at the foundation 
of freedom—the next may be a big bite encompassing what 
our good brother may or may not preach. Remember, the 
rights of no man are secure if any man’s right is in jeopardy. 

By the way, did the yacht salesman tell you who owned 
the remaining two-thirds of those boats? 

Rosert NorDLING, M.D. 
Spartanburg, S. C. 


Re-loading 


Dear Sirs: 

I wish to call your attention to the question concerning the 
fourth injection of polio vaccine (Information Please, page 126, 
January GP). There it states that “Recently Dr. Salk has ad- 
vised physicians that a fourth injection of polio vaccine is not 


necessary. 

A week or more before the January GP came through the mail 
there were many public press releases in which Dr. Salk was 
quoted as repeatedly urging that all persons receive a fourth in- 
jection of Salk vaccine if at all possible. The reasons were given. 

Certainly there was some reversal of his opinion, or else his 
later statement was given to the press before we were able to get 
it in our scientific publication. It is indeed unfortunate that 
there was a reversal of his opinion from the time our magazine 
was compiled to the time Dr. Salk released the information to 
the public at large. 

I feel that all our readers should be apprised of this reversal. 

T. JACKSON, M.D. 
President 
American Academy of General Practice 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 


* * * 


® Sleep paralysis may occur more often than realized. 
It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 


accompanied by the inability to speak or hallucinations. 


It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 


* * * 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . 
—Sir Philip 


You can trust Lorusare®—new intermediate- 

acting barbiturate—to bring sleep quickly 

and dependably. It puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 

span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. LorusaTe’s new 

form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 

“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 
International Certificates of Vaccination that you 
make up for a traveler-patient. 


() LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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Grade—A+ 


Dear Sirs: 

I want to take this opportumity to express my thanks to 
you for publishing the GP quiz of Volume 18. This “quiz” 
is particularly good and helpful. I wish it could be ex- 
panded. 

K. J. Freiscu, 
Newark, Ohio 


More T-Shirt Notices 


Dear Sirs: 

Shades of the Peterson report! 

The doctor pictured on page 168 of the December issue 
of GP must be one of the 45 per cent who failed to disrobe 
their patients before examining them. He may be a “medi- 
cal examiner,” but he is certainly not “modern.” 

Just kiddin’. How many others noticed? 

Louis F. JR., M.D. 
University of Mississippi 
Medical Center 
Jackson, Miss. 


Scores! —PuBLISHER 


Dear Sirs: 
The “modern” medical examiner for life insurance 
(page 168, December GP) has a perplexed look on his face. 
He should when he tries to listen to a chest through a 
“T-shirt. 
ANTONIO J. FRANZI, M.D. 
San Francisco, Calif. 


Legal Consequences 


Dear Sirs: 

In view of the recommendation by a joint commuttee of 
the American Medical Association and the American Bar 
Association that nonmedical addicts be furnished narcotics 
to maintain their addiction, I submit the following striking 
example of the consequences of such a procedure: 

A patient in an eastern city recently brought suit against 
her physician for malpractice and damages because of her 
addiction which resulted when the physician administered 
to her excesstve quantities of morphine over a period of six 
years. She alleged that she was forced into prostitution to 
pay the physician. The AMA-ABA committee used the 
argument that by furnishing narcotics to addicts, it would 
not be necessary for the addicts to resort to crime and 
prostitution to pay the peddler. 

As a result of this action the plaintiff recovered a sub- 
stantial sum of money in damages. 

H. Jj. ANSLINGER 
Commissioner of Narcotics 
Bureau of Narcotics 


Washington, D. C. 
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New Department Plug 


Dear Sirs: 

A great service could be rendered through our magazine 
ifa section might be devoted to announcements from phy- 
sicians wanting to buy or sell practices or equipment, or 
wanting to establish partnerships, etc. I am sure that many 
doctors could be brought together through such a service. 

For instance—I would like to enter residency training in 
July, 1959. I am 36 years of age and will have available an 
excellent general, industrial and insurance practice on or 
around June 1, 1959. This would be an ideal situation for 
someone who wants a ready-made practice in Augusta, Ga. 
I prefer a contact from someone who will finish a rotating 
general practice residency or an internship in June. 

Further information will be furnished upon request or 
by personal interview. 

M. B. SELL, M.D. 

Augusta, Ga. 


Renewed Warning 
Dear Sirs: 


I think the time is at hand for our magazine to re-evalu- 
ate the use of ataractic drugs. These drugs sold to the public 
as harmless are not without great potential danger. 

We are seeing undesired effects too frequently. 

Too many new patients and itinerants are found to be 
carrying two or three ataractic drugs. 

I feel the use of these drugs is probably without enough 
thought on the part of the doctor prescribing them. 

KENNETH E. Prescott, M.D. 


Grand Junction, Colo. 


Dr. Prescott’s attention and that of others are directed to 
Volumes XIV and XV. GP’s position in editorials and ar- 
ticles, then as now, is to use ataractic drugs with caution and 
restraint.— PUBLISHER. 


-30— 


Dear Sirs: 
I regret very much that because of my absence from the 
city you have not had an earlier acknowledgment of your 
letter to the late Dr. Henry F. Helmholz (‘The Remark- 
able Ability of Bone Tissue To Store Fluoride,” December, 
1958). We are sorry that Dr. Helmholz could not have had 
the pleasure of reading your communication. 
I know that Mrs. Helmholz, to whom we are referring 
your letter and the honorarium, will appreciate not only 
reading your very nice letter but also the policy of your 
magazine with regard to honorariums. 
We are very glad to have the reprints. This was the last 
work of Dr. Helmholz to be published. 
Louise SHORTALL 
Secretary 

Mayo Clinic 

Rochester, Minn. 
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sleep from 


Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender 
purple Caplets®—120 mg. (2 grains). 


Adult somnifacient dosage: 1 purple Caplet 
15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal!) and Caplets, trademarks reg. U.S. Pat. Off. 
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cold symptoms 
can be controlled 


Provides Triaminic for more complete Provides Dormethan (brand of dextro- 
and more effective relief from nasal and methorphan HBr) for non-narcotic anti- 
paranasal congestion because of systemic tussive action on the cough reflex center in 
transport to all respiratory — the medulla—as effective as codeine but 
without drawbacks of topical therapy. 

Provides well-tolerated APAP (N-acetyl-p- 
aminophenol) for prompt and effective Provides terpin hydrate, classic expector- 
analgesic and antipyretic action to make ant to thin inspissated mucus and help the 
the patient more comfortable. patient clear the respiratory passages. 


tLhotka, F. M.: Illinois M. J. 112:259 (Dec.) nowt. Fabricant, N. D.: E. E. N. T. 
Monthly 37:460 (July) 1958. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


Special “timed release” design Each TUSSAGESIC tablet provides: 
first—the outer layer dis- (phenylpropanolamine HCl . . 25 mg. 


solves within minutes to 


ot pheniramine maleate . . . 12.5 mg. 


pytilamine maleate .. . 12.5 mg.) 


Dormethan 
—the | 
(brand of dextromethorphan HBr) 30mg. 


ents to sustain relief Terpin hydrate. . . . . . . . 180mg. 
for 3 to 4 more hours APAP (N.acetyl-p-aminophenol) . . 325 mg. 


also available for those patients who prefer Dosage: One tablet in the morning, midafter- 
liquid medication: Tussagesic suspension noon and in the evening, if needed. 


* timed-release 


Tussagesic 


*Contains TRIAMINIC to d running noses &, & and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company «¢ Lincoln, Nebraska ¢ Peterborough, Canada 
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Three Per Minute 


Dear Sirs: 

I am writing in regard to the abstract (‘Yogi Physi- 
ology,” Medigrams, December, 1958 GP) on Dr. B. K. 
Bagchi at the University of Michigan and his report on the 
lowered “respiratory” of the yogi (“down to four per min- 
ute”). Please tell him that under auto-hypnosis, my respi- 
rations can go to three per minute for long periods, and 
while I’m not very excited over it, I’m sure most people 
under hypnosis can do the same—just as the yogi does. 

Epwin MATLIN, M.D. 
Mt. Holly Springs, Pa. 


More Than Satisfied 


Dear Sirs: 

Of all of my articles published in scientific journals— 
which number 25 or 30—this (‘Diagnosis and Treatment 
of Psychocutaneous Disorders,” January GP) is the first 
one without a single typographic error in the proof, and 
the only one in which the editorial changes uniformly 
improved the paper rather than altering the meaning or 
disturbing the rhythm of the writing. 

Congratulations! And thank you! 

F. D. Serrz, M.p. 
Institute for Psychoanalysis 


Chicago 


sufficient supply of 


TETR 


U.S. PAT NO. 2,791,609 
The Original Tetracycline Phosphate Complex 


You may want TETREX to 
Start therapy on the next 
patient you see with 


s 
sinusitis 
BRISTOL LABORATORIES INC SYRACUSE, N Y 
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Come visit our Exhibit at the 
Scientific Assembly of the 
American Academy of General 
Practice, April 6-9, San Francisco. 
order the office “an 30- 
day approval” for trial in your 
office. Demonstrated at Booth 275. 


YOU can perform 
tubal patency tests 
in your own office 
with the 


KIDDE TUBAL INSUFFLATOR 


IT’S SIMPLE Easy operation of the 
office model Kidde Insufflator makes ac- 
curate information for diagnosis and 
ae quickly available. COz is sup- 
plied in inexpensive disposable car- 
tridges which take only seconds to insert. 


IT'S SAFE Pure, filtered CO2 is ab- 
sorbed and eliminated quickly without 
risk of emboli and with minimum dis- 
comfort for the patient. 


IT’S CERTAIN Pressure and volume of 


COz flowing into the uterus are prede- 
termined and positively controlled by 
gravity. Maximum pressure is 200 mm. 
Hg. Quantity of gas is limited to 100 cc. 
Rate of flow is finger-tip controlled and 
recisely indicated at all times by the 
ingeniously designed flowmeter. 


KEDDE New iersey 


KIDDE, TRADEMARK REG. U. S. PAT. OFF. 
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“WO REINS 
CHECK 


A Wallameed and buffered formula: 
“providing effective bronchodilation, 
Mueus-thinning and expectorant aetion. 
Contains aminophylline, ephedrine, 
potassium iodide, phenobarbital. 


Wm. P & Ine. 
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sequelae of u.r.i. 
..-and relieve the 


* Tonsillitis, otitis, 
Sinusitis, bronchitis or pneu- 
ay monitis develops as a serious 
-\bacterial complication in 
about one in eight cases of 
}acute upper respiratory 
infection.’ To protect and. 
relieve the “cold” patient... “°° 
ACHROCIDIN. 


Usual dosage: 2 tablets or a 
teaspoonfuls q.i.d. (equiv. 1 Gm: 2 
ietracycline). Each TABLET 
contains: ACHROMYCIN® Tetra 
Gycline (125 mg.); phenacetin 
ig); caffeine (30 mg.); sali- 
(150 mg.); chlorothen 
titrate (25.mg.). Also as SYRUP 


on estimate by Van Volken- 
Burgh, V. A., and Frost, W.-H: 


A; Hyglen e 71:122 


cold’, 


a Division of, 
AMERICAN CYANAMIO COMPANY, 
_ Pearl River, New York 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Howard A. Rusk, M. D. 
In Recognition of Service 


On Fesruary 16, Dr. Howard Rusk received the Physician’s Award 
of the President’s Committee on Employment of the Handicapped. 
The award, :presented at the annual meeting of the Congress of 
Industrial Health, Cincinnati, is given each year to a physician who 
has made an outstanding contribution to the national program to 
widen job opportunities for physically impaired workers. For many 
years, Dr. Rusk has been prominent in the rehabilitation field, and 
as director of the Institute of Physical Medicine and Rehabilitation 
and as an associate editor of The New York Times, he has spread 
rehabilitation knowledge in both medical and lay areas. He is also 
chairman of New York University-Bellevue Medical Center’s depart- 
ment of physical medicine and rehabilitation. Dr. Rusk was awarded 
the Distinguished Service Medal for the orientation of the Air Force 
convalescent rehabilitation training program. An honorary Academy 
member, Dr. Rusk serves on GP’s Editorial Advisory Board. 


Rep. Richard M. Simpson 
A New Friend for Physicians 


Last YER, the Jenkins-Keogh Bill, advocating tax-deferred retire- 
ment income funds for self-employed persons, passed the House of 
Representatives but failed to get through the Senate on a technical 
point. And in the November elections, Representative Jenkins, co- 
sponsor of the bill, failed in his bid for re-election. With the new 
Congress came a new sponsor, Rep. Richard M. Simpson (R-Pa.), 
a ranking member of the House Ways and Means Committee who 
has served in Congress 22 years. Mr. Simpson is chairman of the 
National Republican Congressional Committee, secretary of the 
House Republican Policy Committee and vice chairman of the Re- 
publican Conference of the House of Representatives. The bill has 
been reported out favorably in the Ways and Means Committee and 
a favorable vote from the House is expected. Observers predict that 
when it gets to the Senate, the Simpson-Keogh Bill, as it has been 
renamed, will become a law. 
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Ray E. Trussell, M. D. 
Where Does the Money Go? 


U.S. LaBor UNIONS have decided it’s time to find out if 
the $2 billion spent to provide health insurance for 
their 89 million members and dependents is buying 
the best possible medical care. A national survey, con- 
ducted under the auspices of a joint labor-management 
group, the Foundation on Employee Health, Medical 
Care and Welfare, is a direct outcome of a preliminary 
study indicating that: (1) of the 286 persons inter- 
viewed, many used unaccredited hospitals; (2) one- 
third of the physicians they consulted lacked staff 
appointments at accredited hospitals; and (3) almost 
one-fourth of those physicians claiming to be special- 
ists lacked diplomate accreditation. To find out more 
about the worker and his doctor, interviewers from 
Columbia University’s School of Public Health and 
Administrative Medicine will be sent out under the 
guidance of Dr. Ray Trussell, chairman of the school. 
He has instructed his staff to find out how workers and 
their families select physicians and how many know 
whether the doctor they select is a general practitioner 
ora specialist. If they use a specialist, the investigators 
want to know who recommended him. Do the workers 
discuss fees with the physician in advance, and under 
what circumstances? And, most important, should 
health programs permit unlimited choice of physicians, 
including chiropractors and naturopaths? 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as well as 
other medical meetings in which general practitioners will have an 
interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable for post- 
graduate study credits under Category I. Members should report 
actual hours of attendance. Maximum hours listed when available. 


*Mar. 16-20. University of Michigan, course in pulmonary dis- 


eases, University Hospital, Ann Arbor. (30 hrs.) 

*Mar. 16-21. Montreal General Hospital and Montreal Children's 
Hospital, general practitioner refresher course, Montreal Gen- 
eral Hospital, Montreal, Canada. (40 hrs.) 

*Mar. 17-19. indiana chapter, annual meeting, Murat Temple, indiana- 
polis. 

*Mar. 19. Greater Kansas City chapter, Wyandotte (Kansas) chapter 


and University of Kansas School of Medicine, on dern 
medicine, University of Kansas Medical Center, Kansas City, Kan. 
(4 hrs.) 


*Mar. 19-21. Section of General Practice, British Columbia Division, 
Canadian Medical Association, seventh annual scientific session, 
Harrison Hot Springs Hotel, Harrison Hot Springs, British 
Columbia. 

*Mar. 19-21. University of Maryland and Johns Hopkins Hospital, 
course on present day practical application of exfoliation cy- 
tology, Johns Hopkins Hospital, Baltimore. (17% hrs.) 

*Mar. 23-24. University of Kansas School of Medicine and Kansas 
Medical Society, course on cardiac auscultation, University of 
Kansas Medical Center, Kansas City, Kan. (12 hrs.) 

*Mar. 23-24. University of Kansas School of Medicine and Kansas 
Medical Society, course on pediatrics, University of Kansas 
Medical Center, Kansas City, Kan. (14 hrs.) 

*Mar. 23-27. University of Michigan, course on recent advances 
in therapeutics, University Hospital, Ann Arbor. (30 hrs.) 
*Mar. 25-27. University of Buffalo, course on allergy, Buffalo, 

N. Y. (21 hrs.) 

*Mar. 30-Apr. 3. University of Michigan, course on diseases of 
blood and blood-forming organs, University Hospital, Ann 
Arbor. (33 hrs.) 

*Mar. 30—Apr. 3. University of Minnesota, course on basic concepts 
of water and electrolyte balance for general practitioners, 
Minneapolis. (33 hrs.) 

*Mar. 31-Apr. 1. University of indiana, symposium on malig- 
nancy, Indianapolis. (8 hrs.) 

*Apr. 1-3. University of Mississippi and Mississippi Heart Associa- 
tion, cardiovascular seminar, University Medical Center, Jack- 
son. (20 hrs.) 

Apr. 1-4. State Anesthesiology Societies of California, Oregon, 
Washington, Arizona and British Columbia, 1959 biennial western 
conference on anesthesiology, Phoenix, Ariz. (24 hrs.) 

*Apr. 2-4. University of Minnesota, course on emergency surgery 
for general physicians, Minneapolis. (15 hrs.) 

*Apr. 2-4. University of California, course on basic and clinical 
aspects of enzymes, University of California Medical Center, 
San Francisco. 

Apr. 5-9. American College of Obstetricians and Gynecologists, 
meeting, Traymore Hotel, Atlantic City, N. J. 

*Apr. 6-8. University of Minnesota, course on radiology, for gen- 
eral physicians, Minneapolis. (15 hrs.) 

*Apr. 6-8. University of Kansas School of Medicine, et al., course 
on otolaryngology, University of Kansas Medical Center, 
Kansas City, Kan. (17 hrs.) 

*Apr. 6-9. American Academy of General Practice, 11th Annval 
Scientific Assembly, Civic Auditorium, San Francisco. (15 hrs.) 

*Apr. 6-9. Medical College of Georgia, Augusta postgraduate 
medical assembly, Augusta. (9 hrs.) 

*Apr. 6-10. University of Michigan, course in diseases of the heart, 
University Hospital, Ann Arbor. (43 hrs.) 


CONTINUED ON PAGE 257 
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1 Ladeez and gentlemen: 
learn all about new VITERRA PEDIATRIC, 
a good supplement 


VITERRA® PEDIATRIC 


each 0.6 cc. contains: 


Asynthetic) $000 U.S.P. Units 
DCalciferol) 1000 V.S.P. Units 
1 me. 
1 mg. 
1 mg. 
1 mcg. 
(Ascorbic Acid) 50 me. 
Niacinamide 10 mg. 
2 mg. 
_ ta d-sorbite! base for better vitaminB, absorption 
} i daily requi has not been estab- 
P lished. 
DOSAGE: 0.6 cc. or as directed by physician. 
in 50 cc, bottles 


no refrigeration needed 


8 Now for a farewell treat, a 
taste of delicious, orange-y 
VITERRA PEDIATRIC. How will 
you have it —in fruit juice? 
On cereal? Straight from the 
spoon? 


VITERRA 


Special note to doctors who took this tour: 
Problems of over- and under-dosage, spillage, spoilage 
disappear with VITERRA PEDIATRIC’S new 


or leakage 
Metered-Flow bottle. Why not consider these advan- 
tages when you recommend a vitamin supplement? 


New York 17, N.Y. 
Division, Chas. 
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Nickels, Dimes and Dollars 


AurHor Marron K. Sanpers, writing in the December, 
1958 issue of Harper’s Magazine, does a masterful job 
of surveying nickel-dime-and-dollar fund solicitations 
based on an expanding variety of ailments and afflic- 
tions. We commend her article to GP readers and wish 
to add a few comments of our own. 

As the article points out, no one seems to know how 
many different agencies are passing different hats. But 
last spring, the Savannah (Ga.) Morning Herald man- 
aged to list 19 organizations collecting for the blind, 
seven for disabled veterans, six for crippled people, 
five for cancer, four for mental illness, two each for 
muscular dystrophy, polio, leprosy, brain injuries and 
alcoholism and one each for heart disease, retarded 
children, cerebral palsy, deafness, tuberculosis, mul- 
tiple sclerosis, arthritis, myasthenia gravis, nephrosis, 
facial disfigurement, tropical diseases, diabetes, epi- 
lepsy, allergic diseases, hemophilia and paraplegia. 
That adds up to 67 solicitations revolving around the 
human body. The article tells about one fund worker 
who had to wait outside in his car until another fund 
worker finished making an impassioned pitch for 
pennies. 

Fund raising is strictly big business. Consider the 
old National Foundation for Infantile Paralysis, now 
known simply as the National Foundation. This or- 
ganization, with the help of Franklin Delano Roose- 
velt, raised $2 million in 1941, $65 million in 1954. 
Not every agency has the endorsement of a president 
or a past president but even without this kind of 
bonus, many of them do very well. Comedian Jerry 
Lewis has certainly aided muscular dystrophy drives. 

These comments are in no way meant as a reflection 
on either the spirit or the intent of health campaigns. 
We instead wonder when, if ever, well-meaning people 
will sto coming up with new and nominally worthy 
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causes. We expect any day to be hit by the National 
Charley-Horse Foundation or the American Society 
for Ingrown Toenails. 


Sickness from Symbols 


IN HIS SEARCH for explanations of phenomena that are 
inexplicable by physical factors alone, Wolf calls at- 
tention to the importance of “symbolic stimuli.” In 
Circulation for August, 1958, he defines such stimuli 
as “those that derive their force not from their intrinsic 
qualities but from their significance to the individual.” 
He discusses at length the relationship of such stimuli 
to the cardiovascular system. At the outset, he calls 
attention to “voodoo death” or to instances of sudden 
death in individuals in our own culture— sudden 
death unexplained by organic circumstances and per- 
haps attributable to massive autonomic discharge. The 
weight of evidence favors the thought that the dis- 
charge is principally a parasympathetic one so that 
vagal stimulation is the important factor. Some sup- 
port for this thought is obtained from the finding that 
fainting among soldiers who are about to undergo 
venipuncture is accompanied by bradycardia, indica- 
tive of a vagal pattern. 

This matter of fainting in a “stressful” situation has 
another point of interest. Wolf speculates about the 
significance of a faint that comes from threat of a 
needle although the individual may have faced even 
greater threats of another sort without any tendency 
to faint. The author proposes that there may be a 
“special, subtle and largely unconscious threatening 
significance in having a pierced skin.” He recalls that 
studies of snake bite have indicated that 85 per cent of 
sudden deaths that follow snake bite cannot be ex- 
plained on the basis of the quantity of venom inocu- 
lated. Moreover, deaths have followed bites by non- 
poisonous snakes. He suggests that these are vagal 
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deaths and that instances of drowning may also be 
attributable more to excessive vagal effects on the heart 
than to asphyxia. 

Various immediate responses of the heart can be 
detected during emotional stress. These include 
arrhythmias—even atrial fibrillation and ventricular 
tachycardia—and alterations of the electrocardiogram. 
Such cardiac responses carry a special danger in pa- 
tients having pre-existing cardiovascular disease. 

The peripheral vessels, including the renal vascula- 
ture, also engage in the cardiovascular responses to 
emotional stress. So it is that, under some circum- 
stances, there is diuresis and at other times, a signifi- 
cant retention of sodium and water. Arterial blood 
pressure may increase. Indeed, there are two con- 
trasting patterns of hemodynamic adjustment related 
to blood pressure. There is an “exercise” pattern 
likely to be seen during interviews when the subjects 
are showing a relatively overt emotional disturbance. 
In this pattern, the stroke volume of the heart is in- 
creased but peripheral resistance is not. The other 
pattern—the “high resistance” pattern—is observed 
during stressful interviews when the subject maintains 
a calm exterior and gives evidence therefore of sup- 
pressing or repressing emotion. In this pattern, stroke 
volume is not increased, and the change in arterial 
pressure is a result of increased peripheral resistance. 
Wolf opines that this latter type of change is of suffi- 
cient significance that clinicians should give it serious 
consideration in the management of patients with 
essential hypertension. 

In connection with the development of arterial dis- 
ease, Wolf discusses the “‘as if” response. He cites the 
homely examples of salivation with thoughts about a 
delicious meal and of lacrimation when one sees a 
cinder in the eye of another person. Wolf believes it is 
possible that these “‘as if” responses have a counter- 
part in connection with a lipid-mobilizing factor 
secreted by the pituitary gland. That lipid-mobilizing 
factor seems to come into play when a subject exer- 
cises, so that serum cholesterol rises during exercise 
and remains high throughout the exercise interval. It 
is possible that, for some persons, a similar lipid-mo- 
bilizing mechanism derives from emotional stimuli “‘as 
if” great muscular effort were required. He calls atten- 
tion to some studies of persons who have coronary 
artery disease—studies that would support the 
thought that these people would be peculiarly vul- 
nerable to the “‘as if” lipid-mobilizing response. 

The implications of these thoughts about symbolic 
stimuli are evident. The vagal response to interpreta- 
tions of threat, the “high resistance” pattern of arterial 
reaction to suppressed emotion, the “‘as if” response— 
all originate in symbolism and may terminate in sick- 
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ness or in death. There would seem to be a nee: in 
modern culture to find means for changing the sig:iifi- 
cance that symbols have for some people. 


In Response to a Theme 


Ir 1sn’T OFTEN that AMA leaders are so successful in 
setting the theme for a meeting as they were at the 
Minneapolis session of the House of Delegates. That 
time they did it—Vincent Askey, speaker of the house, 
with his admonition to avoid provincialism and to think 
for all of American medicine— President Gunnar Gun- 
dersen with his warning that “we cannot turn back the 
clock.” 

Dr. Gundersen noted that medicine has always been 
subject to criticisms and upheavals—always will be.. 
Such challenges, he urged, should be met realistically 
and with a capacity for adaptation to changes of the 
times, but not in terms of expediency. On that basis, he 
continued, “The time has passed for medical cranki- 
ness, complaint, arrogance and pigheadedness— wher- 
ever they might exist. The time has passed when we can 
fight our battles simply by quoting George Washington, 
Thomas Jefferson and the rest of the founding fathers.” 
This was not to deny the validity of the fathers’ prin- 
ciples and the wholesomeness of their ethics—rather to 
call for translation of their “‘vision into a modern, work- 
able reality . . . in medicine, medical economics and all 
other aspects of American life.” 

Dr. Gundersen’s own translation, so that actions 
might speak louder than words, covered five major 
issues: health programs for older people, the impor- 
tance of self-criticism, enlargement of facilities for med- 
ical education, the physician’s role as a citizen, and so- 
called “third-party” plans. In all but the last instance, 
the AMA delegates made a sincere effort to meet each 
issue forthrightly. 

Paradoxically, the socioeconomic problems of the 
aged have had their origin partly in the good accom- 
plishments of health sciences. Those accomplishments 
have made it possible for people to live on into the years 
when productivity—hence income—is bound to de- 
crease, and when health protection is likely to be more 
expensive. That matter of costs has received its full 
share of attention by government—with prospect of 
federal legislation that would “insure” the health of 
persons over 65. For some time, organized medicine 
has loudly proclaimed unalterable opposition to such 
“insurance” but has failed to provide tangible evidence 
that an alternative method can be developed. 

In Minneapolis, AMA marshalled evidence for the 
alternative. There had already been a record of modest 
accomplishments—formation of national and local 
committees on aging, a national planning conference, 
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creation of the Joint Council to Improve the Health 
Care of the Aged, support of legislation that would per- 
mit construction of more nursing homes and chronic 
disease facilities. Now a further, important step was 
taken. The House of Delegates unanimously approved 
a resolution that calls for development of ‘‘an effective 
voluntary health insurance or prepayment program for 
the group over 65 with modest resources or low family 
income,” with the understanding that physicians would 
“agree to accept a level of compensation for medical 
services rendered to this group, which will permit the 
development of such insurance and prepayment plans 
at a reduced premium rate.” 

On other issues, there was similar evidence at the 
Minneapolis meeting that organized medicine is re- 
asserting leadership. In answer to Dr. Gundersen’s 
program, there was a healthy attitude of self-criticism ; 
there was an endorsement of good principles to ensure 
that facilities for medical education will be expanded to 
keep pace with the growing needs for more physicians; 
there was an obvious awareness of the thought that 
members of the profession are citizens first, physicians 
second. 

By these and other signs, AMA proved the quality of 
its present leadership. More important, the alert re- 
sponsiveness of the individual delegates indicated 
that the professional conscience has national scope. 


Problems in Medical Education 


Wuen Surgeon General L. E. Burney of the United 
States Public Health Service delivered the Thirteenth 
Martin Memorial Lecture before the American College 
of Surgeons last October, he assigned “top priority to 
medical education.” As the title of his lecture implies 
(“Physicians for Tomorrow”), he was concerned 
chiefly with the problems that medical educators must 
face in order to insure that the health resources of the 
nation will meet future needs. 

Dr. Burney spoke from the deepest personal con- 
viction that the United States is lagging badly in the 
production of “‘medical manpower,” and he indicated 
that what he views as present deficiencies are likely to 
become aggravated. 

There may be many who will disagree with Dr. 
Burney’s discussion about the rate and kind of ex- 
pansion of health resources that will be needed in the 
years to come. But there can hardly be disagreement 
with the thought that the United States Public Health 
Service and the Department of Health, Education and 
Welfare have a legitimate interest in the problem. And 
there will be heartiest commendations for the method 
Dr. Burney proposes in order to study the problem 
and find solutions for it. 
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Dr. Burney is not an isolationist. He does not dwell 
in an ivory tower. He believes in communication. He 
believes that forthright consideration of future health 
resources and of the needs of medical education in 
particular is a responsibility of many kinds of people. 
In order to make that belief effective, he plans to form 
an “advisory committee” on medical education. The 
committee will be made up of “national leaders in 
medicine, education and public affairs.” It is his hope 
that the committee will answer the question, ‘How 
shall the nation be supplied with adequate numbers of 
well-qualified physicians” ? 

Most reassuring of all, Dr. Burney does not antici- 
pate that the committee will make “another study.” 
As he sees it, there have been many responsible ap- 
praisals—many previous studies—and from these the 
committee will sift out areas of agreement and areas 
that require further study and recommend the action 
that all groups must take “to achieve reasonable and 
acceptable goals in the next decade.” 

Dr. Burney’s lecture carried a note of urgency 
throughout. GP shares the feeling that the problems of 
medical education are indeed urgent. In fact, the 
growth and development of the American Academy of 
General Practice have been very largely related to those 
problems. Members of the Academy— indeed, all 
physicians—will find inspiration in the quality of Dr. 
Burney’s interest. 


‘Strike Back at Stroke’ 


**MosT PEOPLE who have a stroke remain alive—a large 
number for many years. Today there are about two 
million people in the United States who have had a 
stroke—and many who are disabled because of it. 

“Doctors have found that with proper care most 
stroke patients can be helped to walk again and to take 
care of themselves. While patients in good hospitals get 
this kind of care, many people who have a stroke are 
not taken to a hospital but are cared for at home. In 
addition, people who have received treatment at the 
hospital but are not yet fully recovered need continued 
care.” 

The foregoing paragraphs are found in the preface 
of a remarkable pamphlet, “Strike Back at Stroke,” 
prepared under the auspices of the Chronic Disease 
Program of the United States Public Health Service. 
The preface goes on to say: 

**This booklet has been prepared to help the doctor 
show what can be done for the stroke patient at home 
to prevent or keep to a minimum the disability that 
often develops after a stroke. Pictures and text show 
how to fix the bed for the patient, how to place the 
patient in bed, what to do if the patient cannot speak, 


81 


in 

in 

ne 

at 

e, 

ok 

he 

| 

lly q 

ly 

he 

ki- 

er- 

an | 

in- | 

to | 

rk- 

all ; 

jor | 

or- 

ed- 4 

; 

ce, 

ach 4 

the 

the 

nts | 

ars 

de- 

ore | 

full | 

t of 

of 

cine 

uch 

nce q 

the 4 

dest 

ocal 

nce, | 

aber 3 


and the exercises that can be used in helping to treat 
the patient. The instructions tell how those caring for 
the stroke patient can help him and how the patient 
can help himself. 

“The doctor should prescribe the exercises that 
should be done and when to do them. No exercise 
should be attempted without specific instructions from 
the doctor.” 

During the past year, GP has given considerable 
emphasis to the problem of the patient who has been 
incapacitated by cerebral apoplexy. Readers will recall 
‘Preventive Techniques of Rehabilitation for Hemi- 
plegic Patients” by Dr. Nila Kirkpatrick Covalt in GP 
for March, and “The Management of Hemiplegia” 
by Dr. Walter C. Klingensmith and Dr. William J. 
Erdman II—the May issue of the University of Penn- 
sylvania ‘Practical Therapeutics” series. Those two 
articles provide a superb professional background for 
family physicians who use “Strike Back at Stroke.” 

The new USPHS booklet is intended for the use by a 
family or others who must provide care for a “stroke” 
victim. As the preface implies it is constructed so that 
the physician will at all times guide the family in their 
application of the elements of the text. 

It is evident that a large number of national or- 
ganizations and a great many people had a hand in 
preparation of “Strike Back at Stroke.” Academy Mem- 
ber Fred H. Simonton was one of the six special con- 
sultants to the Public Health Service Chronic Disease 
Program. They deserve highest commendation for a 
fine work. Its sale at 40 cents a copy by the Super- 
intendent of Documents, U.S. Government Printing 
Office, Washington 25, D.C., is a real bargain in pre- 


scriptions. 


Is There a Physician in the House? 


WATCHWORDS AND SLOGANS are tricky things. At a 
given time in the history of a nation, they may indeed 
reflect the national mood. And words have overtones 
—shades of meaning—that can only be translated by 
additional words that extend the mood. 

There are reasons to believe that the words of this 
moment are peace, prosperity, security. Arthur Schles- 
inger, Jr. contends that “our national aspiration has 
become peace of mind, peace of soul.” He speaks of 
“the tranquilizer” as “the symptomatic drug of our 
age.”” His ideas can readily be extended to a considera- 
tion of the national preoccupation with receiving dollars 
—dollars that often have no meaning either in the pur- 
pose they will serve or in the productivity they should 
have measured. Taken together, peace and prosperity 
give a connotation of security—security in the soft, 
warm, babe-in-the-womb sense. 
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Peace, prosperity, security—these are a sorry mes; 
of pottage. Peace or tranquility can readily be had «: 
the price of progress. Prosperity without reference (» 
productivity is no word at all—only a byword. Securit) 
in the present sense is a figment, an unnatural ani 
sterile exchange for self-reliance. 

Tranquility for purposeful turmoil or peace for proy- 
ress, prosperity for productivity, security for self-re- 
liance—is there a psychosemanticist or even a phy- 
sician in the house? 


How Long Is a String? 


Tue AMA’s 1958 directory lists 60,993 general prac- 
titioners in active private practice. This category also 
includes 21,434 “part-time specialists” and 74,651 
**full-time specialists.” 

Since the memory of man runneth not to the con- 
trary, the AMA has insisted on drawing a faded and 
fuzzy line between specialists. It might make more 
sense if that worthy organization would lucidly and 
logically tell us what constitutes a “part-time special- 
ist.” Being of sound mind and average intelligence, we 
assume the brand goes on any physician who devotes a 
disproportionate amount of his professional endeavor 
to a somewhat isolated diagnostic or therapeutic area. 
But that’s not enough—it’s only a meaningless defini- 
tion of a meaningless designation. Both are grossly in- 
adequate. 

We realize that the AMA’s information comes from 
each individual physician and perhaps this is the root 
of all related evil. Under this system, the doctor must 
decide, for himself and supposedly for the edification 
of his colleagues, if he is a dyed-in-the-wool general 
practitioner or a “‘part-time specialist.” Although no 
two doctors will draw the same line, this information is 
used to compile the AMA directory. 

This leads to all sorts of strange and anomalous de- 
viations—especially when the problem is complicated 
by board certification. Consider for a moment the doc- 
tor who was certified by the American Board of Surgery 
in 1950 but who is now in general practice doing a dis- 
proportionate amount of obstetrics. A rare bird? No, 
not if you have all the facts. In any event, this doctor is 
a specialist (because, in the eyes of the AMA, a board- 
certified surgeon is a “full-time specialist”). In another 
AMA category, he’s a “part-time specialist.” Actually, 
he’s a general practitioner. All very confusing. In short, 
he’s a surgeon in Chicago, a general practitioner in 
Kansas City and an obstetrician in the eyes of a fond 
and grateful mother. We view this as a travesty on logic 
and the neat and orderly mind. 

Why not call the “full-time specialist” a specialist 
(indicating board certification) and call everyone else a 
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general practitioner? We say this with special reference 
to doctors in active private practice. This solution 
would not paint a complete picture in each and every 
case but it would be a step in the right direction. Better 
yet, go all out and base the classification on the nature 
of the doctor’s practice, ignoring his calculated self- 
appraisal and certificates on his wall. 

Every general practitioner we know is a “partial 
specialist” in that he has a special interest in one field 
of medicine. With some it is cardiology, with some 
pediatrics, with some obstetrics, with some surgery. 
What makes him a general practitioner is the fact that 
he does not turn a new patient away without an exam- 
ination by simply stating that the patient’s condition is 
outside his field of practice—plus the fact that he is 
capable of assuming total and continuing responsi- 
bility for the patient’s care. A true specialist does not 
perform this function but the so-called “partial spe- 
cialist”” does. Ergo, he too is a general practitioner. If 
he isn’t, then he’s a specialist. There is no in-between! 


Uncle Wilfred and Ecologic Medicine 


IN A RECENT ISSUE OF Blue Print for Health, the maga- 
zine of the Blue Cross Commission, Uncle Wilfred 
found that a new medical specialty is to be expected— 
“ecologic medicine.” According to the author, the 
specialty will emphasize “that sickness can be caused 
by a person’s reaction to his surroundings... . The 
doctor and the patient will have to work together to 
recognize the physical and social environmental factors 
in disease. With this concept, everyone will have the 
opportunity to participate in medical research.” 

Uncle Wilfred contends that good family doctors 
have been specializing in ecologic medicine for years. 
He believes that such men are also specialists in 
economical medicine (not to be confused with medical 
economics). But he warns against any influence toward 
changing the name of the Academy to AAEM. If it did 
nothing else, he goes on to say, it would turn GP into 
EM, and people might confuse our magazine with a 
printing trade journal. 


The Womanly Art 


The Womanly Art of Breast Feeding—a book produced 
by La Leche League of Franklin Park, Ill—was 
sent to GP by Mrs. Gregory J. White after she had 
read the letter from Mrs. B. J. Oglesby in “Yours 
Truly,” in the October, 1958 issue of GP. Mrs. White 
is the wife of an Academy member and, like so many 
members’ wives, it is evident that she reads GP as 
faithfully as her husband does. In any event, she wrote 


to commend GP for publishing Mrs. Oglesby’s letter, 
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and to add her own condemnation of the discouraging 
attitude of the medical profession toward “the woman- 
ly art.” 

Mrs. White is a staunch supporter of La Leche 
League of Franklin Park—an organization founded for 
the purpose of giving help and encouragement to those 
mothers who would like to breast feed their babies. She 
tells of a remarkable record of achievement during the 
two years the league has been in existence. Help has 
been afforded to well over 200 mothers in all parts of 
the country—mothers who were interested in breast 
feeding and seemingly had received little support or 
information about it from their physicians. 

Mrs. White notes that only about 20 per cent of 
mothers are actively opposed to breast feeding. Never- 
theless, the record of successful accomplishment of the 
womanly art is poor—about 15 per cent. “The chief 
obstacles,” Mrs. White writes, “in the way of the other 
65 per cent are doctors, hospitals and social contacts 
(i.e., relatives, neighbors, etc.).”” She goes on to say, 
“It is doctors like Abner J. Moss who are exerting the 
wrong influence on today’s young mothers. Not all of 
them make their statements so blatantly and publicly 
as Dr. Moss, but we hear over and over from many 
mothers that their doctors are discouraging them in 
their efforts or desires to breast feed their infants.” 

Mrs. White implies that physicians too often give lip 
service to the benefits of breast feeding. They say 
“tyes” to the idea but find all sorts of excuses for indi- 
vidual patients to give baby the bottle instead of the 
breast. Mrs. White believes that this is largely because 
physicians know so little about breast feeding. Certain- 
ly, few of them have had personal experience with it, 
nor have they been taught much about it in medical 
school. She supports that latter thought from testi- 
mony by her physician-brother and her physician- 
husband. “Result,” as she sees it,—‘‘the first time a 
new mother phones with a crying baby, doctor decides 
it must be hungry and puts it on a formula.” 

Mrs. White closes her letter with, ‘‘May we finally 
extend our grateful thanks to those physicians (unfor- 
tunately in the minority) who are actively encouraging 
their mothers to nurse their babies—physicians who 
seem to have a real understanding of motherhood.” 

It is evident from what Mrs. White has had to say 
and from other indications on the national scene that 
there is a growing and militant campaign for promotion 
of the womanly art. Our ladies know what they are 
talking about and what they are doing, and it is high 
time for physicians to give them full support. If they 
don’t, they are in for trouble. They should remember, 


“Heaven has no rage like love to hatred turned, 
Nor hell a fury like a woman scorned.” 
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Figure 1. The result of an excision operation considered to be success- 
ful. There were no sinuses. Note the length of the incision and the 
depression above the anus. The median depression is now a smooth 
plateau and is uncomfortable. The depression above the anus traps 
feces and requires constant care to keep it clean and to prevent skin 
irritation. This patient consulted me for revision of the wound. 


Figure 2. The result of coagulating an average cyst without a sinus. 
4 The median depression is intact and the scar is barely visible. It is 
: 7 in between the four and one-half and five and three-fourths inch 


mark. 
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Pilonidal Disease: 


PHILIP JACOBSON, M.D. 


Petersburg, Virginia 


A method is presented for curing pilonidal disease 


without excising the lesion along with masses of 


adjacent tissue, converting the intergluteal depres- 
ston into a suture line or a wide, thin scar or 
invading the sacrococcygeal fascia. The normal 
anatomy is not disturbed; hence, there can be no 
uncomfortable sequelae. The method consists essen- 
tially of destroying the epithelium-lined channels 
and properly exposing the sinuses, all with the 
electrosurgical unit. The wound is then treated as a 
burn and heals by granulation and epithelization. 
Meticulcus attention to the details of controlling and 
directing the growth of epithelium down the slopes 
of the wound and preventing hairs and other for- 
eign bodies from becoming buried is essential for 
success. The method has been used in 108 patients, 


with one known recurrence and no sequelae. 


THREE OBJECTIONS to the excision operation for piloni- 
dal disease are: (1) the recurrence rate is too high; (2) 
the period of disability is too long; and (3) the sacrifice 
of the median depression is unnecessary. These ob- 
jections apply regardless of the technique, the suture 
material, the efforts to prevent infection, dead spaces or 
serum collections, or whether the operation is open or 
closed. Removal of tissue from this vulnerable area, 
even though successful, changes the disposition of the 
structures so that they may be uncomfortable for 
months or even years (Figure 1). This essay presents a 
procedure for curing this disease that eliminates these 
objections and returns the sacrococcygeal region to its 
original anatomic state (Figure 2). 

The ideal operation should not impair the integrity 
of the sacrococcygeal region or compromise its adapta- 
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bility to prolonged irritation. It should dispose of the 
lesion in such a manner as to preserve the peculiar 
anatomy of this region, maintain the intergluteal de- 
pression and leave small superficial scars which do not 
become sensitive. Marsupialization is the best method 
for accomplishing these ends, but, despite the claims 
that almost any cyst can be thus treated, it has been my 
experience that this method is suitable only for a 
limited number. Marsupialization is based on the fact 
that the lining of the cyst possesses all the histologic 
structure of skin and, when properly exposed, should 
create a complete and competent covering for the un- 
derlying structures. When feasible, it is by far the 
operation of choice. 

The method advanced here takes advantage of cer- 
tain characteristics of the structures involved and uses 
them to eradicate the disease. First is the remarkable 
ability of the epithelium to proliferate down the slopes 
of the gluteal eminences toward the intergluteal de- 
pression. Indeed it often grows so rapidly that, upon 
meeting its fellow from the opposite side, an epithelial 
bridge is formed before the underlying space has pro- 
vided an adequate support for it. Second, the sinus 
tracts arise from abscesses and are not lined with 
epithelium. Third, these tracts begin at the proximal 
end of the cyst, and along with the aperture at the 
distal end, are of much more value for marking its 
dimensions than the injection of dyes. Fourth, the 
cyst itself is quite small and is limited to the midline. 
Therefore, it is accessible for destruction by the 
electrosurgical unit and there is no need to excise 
any tissue nor even to destroy all the lining epithelium, 
for there are occasions when this epithelium can be 
retained to enhance the healing process. 


Surgical Pathology 


A pilonidal cyst is an anomaly consisting of a nest or 
nests of epithelium submerged in the subcutaneous 
tissue of the median depression of the sacrococcygeal 
region. The theory of its formation is important be- 
cause upon it rests the proper plan of surgical attack. 
The concept of the origin of pilonidal disease has un- 
dergone a radical change during the past decade. 
Formerly thought to be congenital in origin by Fox, 
Gage, Stone and others, the consensus now is that this 
disease is acquired by the penetration of hairs through 
the median raphe carrying epithelium with them. 
Hardaway states that pilonidal cysts are neither piloni- 
dal nor cysts. Davage and others base their opinion on 
the fact that although the inclusion of hair is a prom- 
inent feature of this disease, hair follicles are never 
found in the lining epithelium. 

The innumerable clinical variations of this disease 
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Figure 4. The bipolar unit in place. After coagulating the cyst, the 
incision is made before the unit is withdrawn and then continued 
below the aperture for about 1 cm. 
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Figure 5a. The position and size of the largest cyst in this series. 
Usually they are much shorter. b. Lateral view of this sinus. The 
space between the skin and the sacroiliac fascia is exaggerated for 
diagrammatic purposes. «. The growth and direction of a cyst. An 
abscess can be started at any level. d. Bipolar uterine cervical 
coagulator in the cyst. It makes little difference if the coagulator is 
in, above or below the cyst as the heat and steam will destroy it. 
e. With the unit in place, the skin over the cyst is opened with com- 
bined coagulating and cutting currents. This incision is started 
about 1 cm. beyond the tip of the unit until it is withdrawn and then 
the incision continues to about the same distance beyond the aperture, 
thus creating a saucerlike depression. . 


can be resolved into two principal components: (1) the 
buried epithelium which is the focus of infection and 
(2) the abscesses and sinuses that spring from this 
focus. The epithelium-lined channels will be referred 
to as cysts, while the passageways arising from ab- 
scesses will be considered to be infected sinuses. 
Whatever their origin may be, and the embryonic 
genesis cannot be entirely dismissed, the fact remains 
that these lesions are in the midline between the pre- 
sacral fascia and the skin of the intergluteal depression. 
Therefore, it is unnecessary to dissect deeper than this 
fascia or to excise the coccyx to remove or destroy 
every element of the disease. Although the lesion may 


contain one or more cysts, lateral dissection is un- 
necessary because there are no diverticula. Sinuses, 
since they are derived from the cyst, are invariably 
connected with it in the midline, but the route be- 
tween the lateral opening of a sinus and its medial end 
may be circuitous and contain numerous diverticula. 
As they do not contain buried epithelium, excision is 
not required (Figure 3). 

These cysts range in size from a small dimple to a 
total length of about 2 cm. and are tubular with the 
lumen lined with epithelium. The lesion is marked by 
a small aperture or a series of pinpoint openings 
through which hairs may or may not protrude. These 
openings are just above the middle of the coccyx, al- 
though occasionally there is no indication at all that a 
cyst is present. The lumen of the cyst may be so small 
as not to admit even a fine probe or, on the other hand, 
it may be large enough to permit the passage of a 
bipolar uterine cervical coagulating unit. 

A pilonidal cyst seldom causes trouble unless ag- 
gravated by trauma or the persistent irritation in- 
cidental to riding, particularly in jeeps, motorcycles, 
tractors and tanks—activities which brought these 
lesions into comparatively recent prominence. The 
disease usually announces its presence by an extremely 
painful abscess which begins at the proximal end of a 
cyst, or by a discharge from the aperture at the distal 
end. Those with small openings generally incite ab- 
scesses while cysts with large distal apertures have the 
discharge, although this rule is not an invariable one. 

Abscesses, when not released, tend to burrow prox- 
imally and laterally between the subcutaneous and pre- 
sacral fascias until a fluctuating mass is formed. In this 
situation it is difficult to resist the temptation of in- 
cising the abscess at the center of fluctuation, but if 
that is done or if the abscess ruptures anywhere but in 
the midline, subsequent procedures are complicated 
by infected sinuses which are connected with but are 
not part of the cyst. The abscess originates in the mid- 
line and spreads laterally because the tissues do not 
resist its advance; hence it should always be opened in 
the midline and released by dissection until the foul- 
smelling pus is reached. After a three- or four-day in- 
terval, when the acute inflammatory process has sub- 
sided, the operation can be undertaken. If the patient 
has been negligent enough to permit these abscesses 
to rupture spontaneously, then the subsequent sinuses 
may be multiple, extend out over the buttocks, down 
to the anus or above the lumbosacral joint. 


Plan of Operation 


The objectives of this operation are to destroy the 
lesion while sacrificing the least possible mass of 
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tissuc, to expose the sinuses so the infection will dis- 
appear, and then to promote granulation and epith- 
elization of the wound. The cysts are usually much 
smaller than anticipated and the only tissue sacrificed 
is the thin strip about 1 mm. wide destroyed by the 
cutting instrument. 

Recurrent cysts are not due to failure in excising or 
destroying all of the cyst. Leaving a small island of 
epithelium may not be the cardinal sin it has been 
made out to be. Indeed such cells can be an asset in- 
stead of a liability. Since they are in the midline, they 
can recover and be absorbed in the general epitheliza- 
tion process, provided they are exposed. Recurrence 
is caused either by permitting bridging of the epith- 
elium, with collections of serum under tightly closed 
skin and around sutures or ties, even if the wound is 
only partially closed, or by hairs retained or buried in 
the wound. Repeated excisions, therefore, are inad- 
visable. Hence, recurrent cysts are in reality infected 
sinuses which must be held open until the infection 
disappears and the raw surfaces are properly covered 
with epithelium. 

The equipment consists of a powerful electrosurgical 
machine, a bipolar uterine cervical coagulator, a cut- 
ting instrument and a few clamps and probes. Sutures 
and their accompanying instruments, as well as a 
scalpel, are unnecessary except for recurrent sinuses. 
Low spinal or saddle block anesthesia is preferable to 
general anesthesia, although in some cases, local block 
is sufficient. 


METHOD 


For practical purposes, the cysts can be divided into 
three categories: those with a distal aperture, those with 
aseries of pinpoint openings, and the remainder which 
have one or more draining sinuses. Recurrent sinuses 
are included in the latter. After careful inspection for 
the visible signs of the cyst, a probe is passed into 
whatever opening can be found and if it enters easily, 


‘then a mosquito clamp is inserted to dilate this aper- 


ture. If the interior of the cyst can be recognized and is 
large enough to provide sufficient surface for mar- 
supialization, then that operation is the one of choice. 
The diameter of the lumen is important because there 
must be enough epithelium to permit the cyst to be 
flattened and the edges sutured to the adjacent skin 
Margins. 

If, as most often happens, marsupialization cannot 
be done, then the bipolar unit is inserted and a strong 
coagulating current turned on until the bubbling 
generated by the heat indicates that the interior of the 
cyst has been destroyed (Figure 4). It makes little dif- 
ference if this unit is in or on the lesion as the heat and 
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Figure 6. A recurrent sinus operated on two years previously. Several 
abscesses had been opened since the original operation. Note the 
lateral scar. 


Figure 7. The sacroiliac fascia has been exposed and it was necessary 
to open the lateral sinus. The scarred edge of the aperture was 
excised. 


Figure 8. The sutures holding the edges apart have been inserted and 
tied over shirt buttons. Lateral sinuses usually heal without diffi- 
culty and sutures in this case were unnecessary. 
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Figure 9. Final result after six weeks. Note that the median depres- 
ston ts restored. This patient states that he is now comfortable for the 
Sirst time since the original cyst became infected three years previously. 


Figure 10. Another healed recurrent sinus after two excision oper- 
ations. The median depression is restored and this patient is able 
to follow his occupation as a truck driver in complete comfort. 


Figure 11. The button procedure applied to a small cyst with a large 
abscess. This patient first complained of severe pain and was un- 
aware of a cyst. The abscess was opened in the midline at about the 
level of the third button from the bottom and operation was done 
four days later when the acute process had subsided. The button- 
sutures were used because the abscess cavity was so large. The cyst 
itself barely reached the level of the first button. The patient was 
healed in three and one-half weeks but was able to return to his work 
as a police officer five days after operation when the buttons and 


sutures were removed. 


steam will permeate through it. Then, with the cuiting 
instrument, and using combined cutting and coagiulat- 
ing currents, the skin over the unit is divided and the 
incision extended for about 0.5 cm. beyond both ends 
to make a saucer-like depression in the midline 
(Figure 5). If the bipolar unit cannot be inserted, the 
lesion should be opened over a probe. When a series of 
pinpoint openings is the only indication of the disease, 
then with this same unit and currents, the skin is 
divided right through these openings down to the pre- 
sacral fascia and similarly extended 0.5 to 1 cm. beyond 
each end. These tubules are so small that the narrow 
cutting instrument destroys them in its path. 

When sinuses are present, they are treated as with 
the bipolar unit and cutting instrument. One of these 
sinuses will lead directly to the proximal end of the 
cyst where the suppurating process began. The distal 
end is marked by a small opening or the lowermost of 
a series of openings, and the cyst itself is destroyed in 
the same manner as if sinuses were not present. One 
will be surprised how the steam generated by the heat 
of the coagulating unit will penetrate through the area 
and escape through a remote aperture. This steam 
sterilizes and destroys wherever it goes. 

The electrosurgical machine is not used at all for a 
recurrent sinus, and no search is made for retained 
epithelium. Probes are passed into the sinus or sinuses 
and the skin is divided with a scalpel. The goal is to 
completely expose the presacral fascia in the midline 
for a width of at least 0.5 cm. and to prevent epithelium 
from covering it until the infection has completely 
subsided. This purpose is accomplished by rolling the 
skin under the subcutaneous tissue and holding it 
there with wire sutures attached to buttons. Some- 
times some of the subcutaneous fat must be resected to 
maintain the skin margins away from each other 
(Figures 6-12). 

All sinuses, regardless of their direction, must be 
adequately exposed and connected with the central 
incision. One continuous open wound without pockets 
should be created so that healing will proceed from the 
outside toward the center. The intergluteal depres- 
sion spreads when the midline incision is made, so this 
objective can be easily attained. The wound is packed 
with Vaseline gauze and a light dressing applied. Am- 
bulation is encouraged the next morning, when the pa- 
tient can be discharged from the hospital. The opera- 
tion can be done usually in about one-fourth of the 
time required for excision. 


Method of Healing 
The cyst and its sinuses are converted into a burn 


and should be treated as such. Meticulous attention to 
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details and careful inspection with a magnifying glass 
ue of paramount importance. First, the destroyed tis- 
ye must slough and a clean surface be presented for 
githelization. For this purpose, one of the enzyme- 
yitibiotic compounds, such as Varidase, which were 
yot available when this series was begun, is excellent. 
The first postoperative dressing is done after the pa- 
tient leaves the hospital. He is instructed to sit in a tub 
of'warm soapy water for 20 minutes, twice a day, and 
then have someone put three or four drops of the 
lution into the wound. The coagulated material 
quickly dissolves and in about a week, the wound be- 
comes fairly clean. Dressings are applied solely to pre- 
vent soiling the clothing. The small amount of serum 
from the granulating surface can be absorbed by a 
menstrual pad pinned to the underwear or held on by 
abelt. After the fifth day, there is little discomfort, and 
about a week after operation, the patient can return to 
his work if it is not too strenuous. 

The patient is instructed to come to the office once a 
week for examination, to observe if hairs, lint or paper 
ae becoming buried in its depth and to see that the 
wound is healing evenly. If the patient is unusually 
hairy, then epilation by repeated shaving may be re- 
quired. Careful attention must be given to the growth 
of epithelium down the slopes of the buttocks toward 
the midline. If bridging occurs, the bridge should be 
cut off from one side and allowed to fall on the other or 
itcan be broken up by running a clamp, with a slight 
pressure, down the midline. These maneuvers en- 
courage the depression to return to its former consis- 
tency, construction and depth. 

A recurrent sinus is managed the same way. The tub 
treatment is started on the second day after operation, 
but the wires and buttons holding the epithelial edges 
apart are not removed until the sixth day. The prob- 
lem in all of these wounds will not be to hasten 
epithelial growth but to retard it until there is a uni- 
form and symmetric union in the midline (Figure 13). 

For the first few weeks, the prospect for this open 
wound ever to return to normal appears to be dim. 
Granulation is slow, epithelization is sluggish, and 
healing seems almost to come to a standstill. These 
processes then become accelerated, the wound seems 
to fall together and epithelium may pile up at the 
growing edge. Gentle curetting of this edge will again 
direct the growth of these cells toward the midline. 
Occasionally, the surrounding skin becomes irritated 
from the organisms peculiar to this area. Applying one 
of the antibacterial and antifungal drying . powders 
after the bath quickly removes this superficial infection. 
In abou: five or six weeks, after the patient has visited 
the office about seven or eight times, he may be dis- 
chargeci. 
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Figure 12a. A sinus consisting of a series of small indentations any 
one of which can start an abscess. An incision is made right through 
all of these pinpoint openings almost down to the sacrococcygeal 
fascia. It is not unusual to find some of these small openings accom- 
panying a larger cyst. The incision itself will destroy the epithelium. 
b. A sinus lateral to the cyst as the result of abscess formation and 
spontaneous rupture. The sinus contains several diverticula. The 
sinus and the cyst are both treated in the same manner, When the 
unit is placed in either aperture, steam will escape from the other. 
Directions of the incisions are shown. 


Results 


This procedure has been used in 108 patients, and 
there has been only one known recurrence. Seventy 
had simple cysts of which only six were suitable for 
marsupialization. Thirty-three had accessory sinuses, 
and six had recurrent sinuses. Of the latter, one had 
had four previous operations; one, three operations; 
two, two operations; and two, one operation. The re- 
current sinus of this series had been operated on only 
once. The patient was a large, fat and hairy 16-year-old 
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Figure 13. Method of healing a recurrent sinus. The same method 
can be applied to a large abscess cavity. a. The skin has been opened 
over the sacrococcygeal fascia and all the sinuses have been exposed. 
Sutures holding the skin margins away from each other do not pick 
up this fascia. The buttons prevent the sutures from cutting through 
the skin lateral to the sinus, and it does not matter that they do cut 
through the medial skin margin to some extent. b. When the sutures 
are removed, the epithelium grows rapidly and begins to cross the 
sacrococcygeal fascia. This bridging is deceptive and conveys a false 
impression of solid healing beneath it. «. The bridge is broken up 
and the fascia, now covered with granulation tissue, is exposed. 
When necessary, curetting of the epithelial edges also is done. This 
process must be repeated whenever occasion demands, for the union 
of the subcutaneous tissues of both sides in the midline requires par- 
ticular care and must be the primary focus of attention. The covering 
by epithelium is no problem. d. The median depression divided by 
the incision is firmly united and covered with epithelium. 


boy. I believe that if the proper precautions regarding 
the hair had been observed, there might have been no 
recurrence. 

The average healing time was between five and six 
weeks, during only one of which were the patients 
confined, although ambulant. During that first week, 
the discomfort from the operation virtually disap- 
peared, and patients could return to their work. The 
hospital stay was two to three days for all except those 
patients who had recurrences, and then only five or six 
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days were required. The shortest healing tinie was 
three weeks and the longest eight and one-half months, 
In the latter case, the patient had neglected the ab- 
scesses and permitted them to burrow above the 
lumbosacral joint. There were nine draining sinuses 
and it was impossible to distinguish the pilonidal cyst 
in that sea of infection. The only thing left to do was to 
destroy the area where the cyst ought to be. Eventually 
this wound closed, and the patient had no recurrence 
during the two and one-half years he was available for 
observation. One shudders at the thought of how much 
tissue would have been resected if the usual excision 
operation had been done. 


Comment 


The preservation of the normal anatomy of the 
sacrococcygeal region, and particularly of the inter- 
gluteal depression, is of extreme importance. Altera- 
tions of this depression, when it has been excised along 
with the lesion, can be the cause of much discomfort 
even though the operation has been successful. Many 
patients have described the inability to take long 
automobile trips or to sit normally for extended pe- 
riods without discomfort and leaning to one side or the 
other. 

Discomfort is not due entirely to the scar but to the 


absence of fixation of the skin. This is particularly 
true in women. The subcutaneous fat under the 
median depression is much thinner than that under 
the gluteal eminence. It narrows considerably toward 
the midline where this areolar tissue almost disappears. 
The connective tissue here holds the skin to the under- 
lying fascia. 

This construction, besides forcing abscesses to bur- 
row laterally, permits a limited movement of skin. If the 
skin is too movable, too fixed, or too thin, exposing 
the distal sacral segments, the swaying and bouncing 
incidental to riding soon become uncomfortable. The 
method described returns the sacrococcygeal region to 
its normal state, and there have been no complaints of 
sensitiveness. 

Criticisms of this operation are that it is not a clean 
surgical procedure and that it requires long and tedi- 
ous postoperative care. I do not consider these criti- 
cisms to be valid if this additional burden overcomes 
the objections stated in the first paragraph of this 
article. In my opinion, the results and absence of se- 
quelae which sometimes follow the excision operation, 
even when it is successful, have warranted all the extra 
effort. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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The Sick Newborn 


KEITH HAMMOND, M.D. 


Children’s Hospital 
Louisville, Kentucky 


The physician who provides prenatal 
care may be in the best position to 
diagnose sickness in the newborn. Cer- 
tainly the patient is not helpful, but 
history-taking is nevertheless import- 
ant. Infections at this age may be 
strangely unlike the same diseases in 
older children. And systematic physical 
examination may disclose anomalies 
that otherwise would go unnoticed 
longer than they should. 


THEORETICALLY there is probably no one better equip- 
ped to understand the sick newborn than the one who 
has been familiar with him and his environment from 
the time when his only palpable manifestation of life 
was a twitch in mama’s belly. I am referrring to the 
doctor who has seen the baby’s mother prenatally and 
then delivers him. Many medical teachers have evalu- 
ated history as contrasted to physical examination and 
hboratory findings in efforts to reach a diagnosis. 
History always ends up “top drawer” and this is 
especially true in diagnosis of neonatal illness. 


Difficulties of Diagnosis 
Several factors make the problem difficult. The 


patient’s expression of distress may be ear-splitting. 
The sound, the fury and the persistence of his com- 
plaining may be out of all proportion to the seriousness 
of his illness, if he has any. Indeed, the quiet one may 
be the critical one. Otherwise, so far as what the 
patient can contribute and whatever history’ you al- 
ready know or mama can offer, you have to make 
pretty much like a veterinarian. 

Such things as this inability of the infant to tell 
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you much may contribute to the confusion of diag- 
nosis in the neonate but there is a factor that is really 
important. The paucity and nonspecificity of signs 
and symptoms during illness are well known. To some 
doctors, diagnosis in these babies seems to be more a 
matter of playing guesses and hunches than it does 
the application of anything resembling scientific prin- 
ciples. This is not really true—there is a scientific 
discipline. However, many babies will end up in the 
cemetery if you wait for absolute and indisputable 
confirmation of diagnosis before starting treatment. 

Consider infections for a moment. When we men- 
tion sepsis of the newborn it conjures no resemblance 
to the picture of septicemia seen in older children and 
adults. If you are ever to help these babies, you must 
always keep this absence of a specific picture in mind. 
The only clinical manifestation may at first be nothing 
more than simply a baby who is not doing well. 

“Baby isn’t acting right today,” Mama may say to 
you (Figure 1). 

Her remark may lead to no more serious a diagnosis 
than prickly heat, but sepsis may be the basis for a 
remark just as casual. 

Once infection is suspected, one should look for it 
in certain places where it frequently lurks in the new- 
born. Even if it is in one of these favorite spots, there 
may be an associated septicemia. The newborn with 
meningitis, for instance, may be amazingly free of the 
alarming manifestations that we usually associate with 
this disease. In fact, if no 
other location is found 
when infection is suspected, 
you should always do a 
spinal puncture. Naturally 
it will be a great help if you 
can find the responsible 
organism on direct smear. 
This may be possible in the 
subarachnoid space, but 
other favorite sites are also 
accessible—the skin or uri- 

nary tract, for instance. 
The chances are good that 
if you find a certain or- 
ganism in one place, the 
same one may be in another. 
A septicemia of the same 
organism may accompany 
any local infection you un- 
cover. 

Fever, abdominal disten- 
tion, icterus and hepato- 
megaly are high priority 
signs of sepsis (Figure 2). 


right today.”? 
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Figure 2. “Fever, abdominal distension, icterus and hepatomegaly 
are high priority signs of sepsis.”” 


For the doctor whose index of suspicion is high, they 
call for a blood culture. Fever may be absent. However, 
an elevation of temperature above what baby has been 
running may indicate trouble, even if it is still below 
the usually accepted normal. 

I introduced my subject with the concept that the 
one who furnishes the obstetric care already has his 
foot in the door as far as diagnostic opportunities are 
concerned, This is especially true in conditions trace- 
able to prenatal factors. Admittedly there are not so 
many of these known, but as far as infection is con- 
cerned, I am afraid we sometimes waste some before- 
hand knowledge. I am referring to the premature 
rupture of the amniotic membranes. Potentially the 
new citizen may be bathed in a bacteria-laden fluid for 
some time before he arrives. Some recommend pro- 
phylactic administration of antibiotics, especially if it 
has been a long period of time between rupture of the 
membranes and delivery. The baby should certainly 
be carefully and fearfully watched. If his delivery was 
difficult, he should not only be watched for manifesta- 
tions of injury but also for signs of infection. 

Infection is easily overlooked because it is often 
forgotten. On the other hand, the ailing newborn 
baby is almost always promptly suspect so far as 
congenital anomalies are concerned. Physical exami- 
nation is more often of help here than it is in sepsis. 
Still, it is remarkable how old a baby often becomes 
before someone notices that he has no anus—or that 
he has a hernia or a cleft palate. Probably one could 
be forgiven for overlooking a newborn without a brain 
for a time. Transillumination of the child’s head as a 
part of a routine examination of the newborn immedi- 
ately after delivery would seldom be practical, but 
there are many obvious things that may be missed if 
a systematic physical examination is not done on the 
baby, preferably when he is brand new. 
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There are many other congenital defects that go 
unheralded because they cannot be seen, felt or heard. 
Even these might not escape detection so long if we 
simply kept alert to certain possibilities and maintained 
a sort of state of apprehension about all newborns. It 
helps to dwell upon the baby by systems and make 
inquiries in particular concerning the function of the 
gastrointestinal tract, the genitourinary tract and the 
nervous system. It is obvious that we must keep in 
mind at least the mest common things that might be 
wrong if we are to recognize what is actually the trouble 
in any given patient. Vomiting in the 4-year-old, for 
instance, brings many things to mind, things any 
child could have, but in the newborn such things as 
congenital gastrointestinal defects, central nervous 
system injuries, etc. would be thought of first. 


To Treat or Not to Treat 


Exact diagnosis may be difficult. Simply to realize 
that the baby is sick in time to do anything about 
further investigation may be the mark of an alert 
physician, but treatment also requires good judgment. 
In the case of infection it may seem entirely unscientific. 

“When you can’t find the organism on direct smear 
how can you possibly start intelligent treatment im- 
mediately”? you may ask. 

In some cases you may not know and may neces- 
sarily resort to shotgun therapy, but there are at least 
scientific approaches. You can take certain specimens 
for culture before starting therapy and change the 
antibiotics later, if indicated. However, it may pay to 
know which organisms to expect. Naturally this is 
only a guess, but it may be a partially educated one. 
Hemolytic streptococci occur frequently in the skin. 
Almost anything can appear in the spinal fluid— 
streptococci, staphylococci, pneumococci and pseudo- 
monas—but this is the age group in which E. coli are 
prone to attack the meninges. In fact, E. coli is one 
organism that may be found in almost any infection in 
the newborn. It may help also to know what is going 
around—does sister have a strep throat, or little 
brother some summer sores in which you have found 
staphylococci, or is a doting grandma consumptive? 

We should approach these problems of diagnosis and 
treatment of the sick newborn with all the logic we can 
use. Still, there are times when judgment and common 
sense dictate a hands-off policy. 

Don’t just do something—stand there”! This may 
be an expression of the best policy—a difficult de- 
cision to reach in some cases. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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We HAVE BEEN INTERESTED in determining the impor- 
tance and significance of various office procedures in a 
rural medical practice. Earlier, an analysis of routine 
hemoglobin determinations indicated an 18 per cent 
incidence of anemia in the patient population. An un- 
published survey of routine urinalysis revealed abnor- 
malities in 5 per cent of the patients. The present 
study appraises the value of routine stool analysis. 

Intestinal parasitism has always been prevalent in 
the South; this has been especially true in the rural 
areas. The Rockefeller Sanitary Commission Survey 
(1911-14) revealed an average hookworm infestation 
rate of 53.6 per cent in the state of Alabama. A stool 
survey 20 years later by the Alabama State Health 
Department (1934-37) revealed a marked drop in the 
hookworm infestation rate (15.3 per cent). The rates 
for Ascaris and Trichuris infestation showed a similar 
reduction. Both hookworm studies revealed a higher 
incidence in the following categories: in males, in the 
white population, in the southern part of the state, and 
in rural areas. The magnitude of hookworm infestation 
seemed to correlate with the sand content of the soil, 
being higher with sandier soil. The most recent survey 
(1951-52) of the most heavily infested part of the 
state (southern), revealed a further decline in infesta- 
ton. 

Amebiasis infestation has been shown to be a major 
problem in almost every section of the United States. 
The incidence has varied from 1.4 per cent in college 
students in New England to 55 per cent in an or- 


GP arch 1959 


Intestinal parasitism is still prevalent in rural areas 
of the South. In the present study, conducted in patients 

who were routinely seen in an office practice, 25 per cent 

of asymptomatic patients and 49 per cent of symptomatic patients 
harbored intestinal parasites. Hookworm and amebiasis 

had about the same prevalence—about 10 per cent. 


J. J. KIRSCHENFELD, M.D. 
Fort Deposit, Alabama 


Intestinal Parasitism in a Rural Patient Population 


phanage in New Orleans, with a general average of 8 
to 11 per cent. A pilot study carried out at a clinic in 
northern Alabama in 1948 produced 297 cases of 
amebiasis in 3,000 routine stool specimens. There 
were very few cases of dysentery; the majority were 
either asymptomatic or marked by intermittent loose 
stools, sometimes with intervening constipation. Mild 
abdominal discomfort and flatulence were symptoms 
often elicited. 

Studies carried out in neighboring states (Tennes- 
see, 1949-50) revealed a similarly high incidence of 
intestinal parasitism (35 per cent) in school children. 
The results were as follows: 


Hookworm infestation............ 19.6 % 


A similar survey in Kentucky during 1954 revealed 
the following incidences: 


Endameba histolytica............. 3.3 % 


Hookworm infestation appeared to be low in eastern 
Kentucky. Approximately 56 per cent of the individu- 
als in this series harbored at least one type of parasite. 

It is thus apparent that in spite of an appreciable 
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INCIDENCE OF INTESTINAL PARASITES 
SY COLOR AND SEX 


Total Patients Positive Stools Negative Stools 


Per Num- Per Per 
Classification ber Cent ber Cent ber 


White Female 
White Male son 37 53 63 


Negro Female > $4 15 12 35 22 65 
Negro Male 277. 6 22 21 78 


Totals 


«FREQUENCY OF OCCURRENCE OF VARIOUS 
INTESTINAL PARASITES IN 226 PATIENTS 


s Parasite Number of Patients* Per Cent of Paticnts 


Histolytica” 26 11.4 
E.Coli 10.5 
Hookworm 9.2 
Nana 15.3 
Butschiit 4.8 
Mesnili 
6.1 
lambla 5.3 
Ascaris 0.4 


2 *Some of patients had 2 or more parasites. (See Table 3.) 


«INCIDENCE OF MULTIPLE PARASITES 
16 228 PATIENTS * 


Negative Stools Stools Positive For: 


One Two Three Four Five 
Parasite Parasites Parasites Parasites Parasites 


148 40 21 9 8 2 


*E. Histolytica was present in 60 per of the multiple parasites. 


reduction in the incidence of intestinal parasitism, 
the problem is still of major importance in the South 
today. 


Methods 


The patient was supplied with three containers, cach 
consisting of two small glass jars; one jar containing 
5 per cent formalin, the other polyvinyl alcohol fixative 
(PVA). Two series of stools were collected, the pa- 
tient being advised to add a marble-sized piece of stool 
to each preservative and to emulsify thoroughly with 
the applicator sticks provided. A third specimen was 
collected after a saline purge, approximately ten ml. of 
the stool being added to each jar. These specimens 
were then mailed to the State Health Department 
Laboratory in Montgomery. (The cellular elements in 
the stool are preserved efficiently in each of the 
fixatives). 

The stools when received were examined by two 
methods. The formalinized stool was stirred and fil- 
tered through coarse gauze. Ether was then added and 
the tube centrifuged, the ova and cysts being found in 
the precipitate (Ritchie method). The PVA contents 
were smeared on slides, then stained by a modified 
hematoxlyn method. In addition the Willis salt flota- 
tion method was also applied on some of the formalin- 


‘ized stool material since occasionally additional hook- 


worm ova may be found by this method. 

Published studies of Harper, et al, have shown the 
PVA method to be very effective in determining the 
presence not only of cysts but also of trophozoites. Ova 
are rarely found by this method. The Ritchie method 
must therefore be used if helminth infestation is sus- 
pected. 

The combination of these tests allows one, therefore, 
to perform a complete, effective parasitologic exam- 
ination on specimens: transmitted over long distances 
through the mail regardless of temperature conditions 
or delay 


Results 


Table 1 indicates the incidence of intestinal para- 
sites in this rural patient population by color and sex. 
Thirty-five per cent of the patients harbored parasites 
in the stool; the infestation rate was slightly higher in 
white patients with only slight differences by sex. 
Table 2 indicates the frequency of occurrence of the 
various parasites. Endameba nana was present most 
often (15.3 per cent). Endameba histolytica and Enda- 
meba coli were found in approximately the same fre- 
quency (10 to 11 per cent). Hookworm ova were 
demonstrated in 9.2 per cent of the stools. Iodameba 
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butschlii, Dientameba fragilis and Giardia lamblia 
were present quite frequently (5 to 6 per cent). 

Of 80 patients with positive stools, 40 (50 per cent) 
harbored a single parasite, 21 harbored two, nine har- 
bored three and ten patients had four or more parasites 
in their stool (Table 3). It is significant that 60 per cent 
of the patients infested with multiple parasites were 
also infested with Endameba histolytica. In this con- 
nection, recent work indicates that E. histolytica may 
require a symbiotic partner in order to produce 
amebiasis. 

We attempted to elicit signs or symptoms which 
would be indicative of parasitism. Patients were ana- 
lyzed in respect to their symptoms or lack of symptoms 
and an attempt was made to correlate this with the 
stool analysis. Forty per cent of the symptomatic pa- 
tients had positive stools; 28 per cent of the asympto- 
matic patients yielded positive stools. Apparently, 
then, a large segment of the asymptomatic patient 
population may harbor intestinal parasites; moreover, 
two out of five patients who had intestinal or abdominal 
symptoms, had parasites in the stool. There was no 
correlation between the individual symptoms and the 
presence of parasites. Patients presenting with one 
intestinal symptom were less likely to have a positive 
stool than those with multiple symptoms. The com- 
bination of diarrhea, abdominal discomfort and ano- 
rexia produced the highest yield. 


Discussion 


The intestinal parasites of primary importance to 
man are the protozoa and the nematodes (round- 
worms) . 

The protozoa can be subdivided as follows: (1) those 
that form pseudopods for locomotion (Endameba his- 
tolytica, Endameba coli, Diantameba fragilis, Endoli- 
max nana, Iodameba butschlii); (2) those that move 
by means of flagella (flagellates such as Chilomastix 
mesnili and Giardia lamblia); and (3) the ciliated 
protozoa (Balantidium coli). 

The nematodes include Enterobius vermicularis 
(pinworm) ; both types of hookworms (Necator ameri- 
canus and Strongyloides stercoralis); Trichuris tri- 
chiura (whipworm); and Ascaris lumbricoides (the 
common roundworm). 

The pathogenicity for man of many of these parasites 
is still in question. Of the protozoa, Endameba histo- 
lytica and Balantidium coli are recognized pathogens. 
Dientameba fragilis and Giardia lamblia are of ques- 
tionable pathogenicity. 

The remaining organisms of the protozoa group are 
of importance, partly because of diagnostic problems 
that they may present and partly for the evidence 


GP March 1959 


they furnish as to the environment in which their host 
has previously resided. These organisms, whose modes 
of transmission are known, are spread from one in- 
dividual to another by contamination of food or drink 
with human feces. 

Most of the intestinal protozoa of man pass through 
two stages, an active trophozoite stage and a resting 
nonmotile or encysted stage. The trophozoites are 
motile, feed actively and undergo multiplication by 
binary fission. Under certain conditions, some of the 
trophozoites cease feeding, lose their motility and 
secrete a surrounding resistant cyst wall. They are 
now much less susceptible to changes of environment 
and, in this form, are responsible for transmission of 
the infection. The trophozoites do not long survive 
outside of the intestinal tract. Cysts are excreted in 
the stool and can survive for considerable time before 
being ingested again by man. When the cysts reach the 
intestinal tract after mgestion. the trophozoites are 
again formed and the parasitic infestation established. 

The nematode life cycle is quite different; it may be 
of two types. In the direct type (pinworm), the adults 
live in the human intestine and deposit their eggs near 
the anal opening. These eggs are ingested by the 
human host (hand-to-mouth) and hatch in the in- 
testine where the adults then develop to maturity. 
This cycle does not require an intermediate host. The 
indirect type of nematode cycle (Ascaris) requires a 
period of embryonation before becoming infective for 
man. The adult lives in the intestine, the eggs are 
excreted in the stool and deposited in the soil. After 
the infective eggs are ingested they hatch out into 
larvae which penetrate the intestinal wall and migrate 
via the blood stream through the heart and lungs, then 
ascend the trachea and proceed into the esophagus, 
where they are swallowed. The adult then develops in 
the intestine. 

A slight modification of this indirect life cycle oc- 
curs in the hookworm. The adults deposit their eggs in 
the stool, as before. However, the latter, when de- 
posited in the soil, hatch into larvae which penetrate 
the human skin (or are ingested) and then migrate via 
the host blood stream as above. 

Both the nematode and protozoa life cycles can be 
broken effectively by proper disposal of human excre- 
tion. Apparently, such sanitary procedures are not 
readily available to a large segment of our rural pa- 
tient population. 


The author is indebted to Dr. H. H. Tew for technical assist. 
ance with this article. 


A coupon for ordering a bibliography accompanying this arti- 
cle may be found adjacent to or near the Index to Advertisers. 
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The Management 
of Stress Incontinence a 
by General Practitioners 


RICHARD B. SALZER, M.D. 
Cincinnati, Ohio 


Stress incontinence results from pelvic mus- 
culofascial relaxation. This condition must be 
differentiated from other forms of incontinence. | WO 
Correction is based on elevating the urethro- | ¥ 
veswal junction. Only a small percentage of | tha 
patients require surgical procedures for this | me 
purpose. Exercises that contract the opposing 
anterior and posterior limbs of the pubococcygeus & wh 
muscle may provide the same relocation and 
support that is attempted with sutures. Opera- 
tive correction of stress incontinence may be re- 
served for extreme defects, or cases in which ' 
exercises fail. 


“Figure 1. Drawings of changes in urethrovesical relationships 
that have been found in radiographic studies. «a. Normal 
obtuse posterior urethrovesical angle. The anterior angle is 
acute. b. In stress incontinence the urethra is displaced pos- 
teriorly and the posterior urethrovesical angle is flattened. 

.. There is funneling toward the sphincter area. ¢. After suc- 
-— gessful surgical correction, the urethra is brought closer to 
the symphysis. The urethrovesical junction is no longer so 
dependent a portion of the bladder, and the posterior angle ts 
sharpened. 4. Oystocele and prolapse may actually cause 
excess continence. It may be necessary to replace the herniated 
bladder manually before micturition. e. Surgical correction 

cystocele and prolapse without proper -atiention to the 
- urethrovesical junction can result in the changes that produce 
stress incontinence: flatiening of the angles and funneling. 
Stress incontinence may occur for the first time after surgi- 
eal procedures. 
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THE GENERAL PRACTITIONER today has a broad view of 
his patient’s needs. With this broad viewpoint, he can 
often provide better care than specialists. During 
history taking, he can elicit symptoms for which the 
patient would not ordinarily seek help. He can often 
manage conditions that some consider curable only by 
specialists or operative procedures. We find examples 
of this concept in various pelvic relaxations. 


Pelvic Musculofascial Relaxation 


In spite of improved obstetric management and 
wider use of episiotomies, many women still show evi- 
dence of pelvic musculofascial relaxation. Many of 
these are asymptomatic and consequently require no 
treatment. One symptom that may, however, result 
from pelvic relaxation is stress incontinence. Many 
women do not offer this as a complaint unless asked 
specifically, even when they lose rather large amounts 
of urine involuntarily. They are ashamed and think 
that nothing can be done for them. Lesser degrees of 
incontinence are often forgotten by both patient and 
doctor in discussing a more pressing health problem. 
It is important to ask every woman if she loses urine 
when she coughs, sneezes or strains. Much can be done 
to help the sufferers of this embarrassing and uncom- 
fortable symptom. 


IMPORTANCE OF THE History 


Stress incontinence means something very specific 
and must be differentiated from many other similar 
symptoms. Symptoms with which stress incontinence 


CYSTOCELE AND PROLAPSE 
WITHOUT STRESS INCONTINENCE 


may be confused include frequency, urge incontinence, 
overflow incontinence due to partial obstruction and 
neurologic disease, and true incontinence due to such 
things as vesicovaginal fistulae. Although such ancil- 
lary procedures as urinalysis, cystoscopy, cystometry 
and cystograms may help pinpoint the etiology of 
these symptoms, an accurate history is the most re- 
liable aid in isolating stress incontinence. 

Typical examples of the questions I ask and the 
answers I expect are: 

*Do you lose urine only when you cough, sneeze 
or strain”? The answer should of course be, “Yes.” 

**Do you ever lose urine while asleep”? The answer 
should be, ‘‘No.” 

*Do you lose urine involuntarily only if you have 
waited too long before going to the bathroom”? The 
answer should be, “‘No.” (It would be interesting to 
find out how many patients who supposedly have stress 
incontinence only void involuntarily while they are on 
their way to a toilet.) 

**Do you feel the need or have the urge to urinate 
before you lose water”? The answer should be, ‘‘No.” 

In order to determine the severity of the symptom, I 
ask the patient if she loses enough urine to wet her 
clothes and be embarrassing in public. Or, are only a 
few drops lost. Sometimes patients will have to wear 
pads constantly. In severe cases they may be afraid to 
venture from the house. 


PuysicaL EXAMINATION 


The physical findings in stress incontinence vary 
tremendously. The usual finding is a urethrocele. This 


SURGICAL CORRECTION OF THE CYSTOCELE 
AND PROLAPSE WITHOUT PROPER ATTENTION 
TO THE URETHROVESICAL JUNCTION 
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Figure 2. Drawings of the relationships of the pubococcygeus portion 
of the levator ani muscle to the bony pelvis and the rectum, bladder 
and urethra. a. The hollow organs pass between the right and left 


may be slight, or it may be associated with cystocele or 
prolapse. It is interesting that very marked relaxation, 
that is, large cystocele and complete prolapse, is less 
often associated with stress incontinence than lesser 
degrees of relaxation (Figure 1E). 


Anatomy and Pathophysiolegy 


Since the functional anatomy of normal micturition 
is not clear-cut, the anatomic disturbance in cases of 
stress incontinence is still the subject of much discus- 
sion, research and controversy. Some of the most in- 
teresting observations have resulted from x-ray studies, 
using opaque fluid media or a chain of metal beads in 
the bladder and urethra. More recent work has been 
done using image intensifiers and cinefluorography. 

Some of the changes that are thought to be im- 
portant in the production of stress incontinence are: 

1. Tearing or stretching of the internal urethral 
sphincter ; 

2. Scarring external to the urethral sphincter so that 
traction by this fibrous tissue holds the walls of the 
urethra at least partly open; and 

3. Changes in the angle of junction of the urethra 
and bladder caused by stretching and tearing of the 
supporting vesicovaginal fascia. 

Although there are smooth muscle fibers surround- 
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bundles of the muscle. b. and ¢. Contraction of the opposing anterior 
and posterior limbs of the muscle will flatten the “cone’’ and 
elevate the perineal body superiorly. 


ing the urethra at the bladder neck, an adequate 
anatomic sphincter has not been satisfactorily demon- 
strated. The third change is important in my opinion, 
and upon its principle is based a test that should be 
done in cases where stress incontinence is indicated. 


Test or STRESS INCONTINENCE 


The modified Marchetti test is done by catheterizing 
the patient and noting the volume of residual urine. 
Two hundred to 300 ml. of sterile saline or water is 
then instilled into the bladder after which the catheter 
is removed. The patient is instructed to cough or 
strain, and loss of fluid from the urethral meatus ob- 
served. If no incontinence is demonstrated in the 
lithotomy position she is again asked to strain, this 
time standing on a low stool with her legs slightly 
apart. If stress incontinence is noted, the examiner’s 
fingers or a dull instrument such as a sponge forceps 
are placed in the vagina so that pressure is exerted 
anteriorly on either side of the urethra at the bladder 
neck. This should stop stress incontinence. It is im- 
portant not to compress the urethra during the test. 


Surgical Methods 


Most of the methods of surgical correction of this 
abnormality depend on this same elevation of the 
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urethrovesical junction, as well as dissection and lysis 
of any scar tissue present in the area. This is ac- 
complished by placing mattress sutures beneath the 
urethrovesical junction or by placing tension sutures 
on either side of the urethra, thus elevating the vesical 
neck toward the symphysis. This can also be done via 
the suprapubic approach as in the Marshall-Marchetti 
operation. Other operations use slings beneath the 
yesicourethral junction. In the Millen-Read operation, 
this is accomplished with a strip of rectus sheath. 

The principles of these procedures are illustrated in 
Figure 1. 


Thus far I have spoken of anatomic changes and 
surgical methods of correction. Really only a relatively 
small percentage of patients require surgery for the 
relief of stress incontinence. Fortunately, increasing 
the tone and strength of the pubococcygeus portion of 
the levator ani muscle will elevate -the bladder neck 
toward the symphysis as well as narrowing the pubo- 
coccygeus hiatus. The levator ani group of muscles 
forms sort of an inverted cone, originating around the 
bony pelvis and inserting in the central perineal body. 
The anterior portion of the pubococcygeus runs be- 
tween the pubis and the perineal body while the 
posterior limb runs between the coccyx and perineal 
body (Figures 2A and 2B). 

The hollow organs (urethra, vagina and rectum) pass 
between the right and left bundles of the muscle. 

Contraction of the opposing anterior and posterior 
limbs of the muscle will flatten the “cone” and elevate 
the perineal body superiorly. 

Any point or attachment to the anterior limb will 
move superiorly and will also tend to move anteriorly. 
These movements are demonstrated by arrow in 
Figure 2C. The fascia of the pubococcygeus is actually 
loose areolar tissue that is continuous with the loose 
areolar tissue surrounding the vagina, urethra, blad- 
der and rectum. With contraction of the muscle, then, 
the urethra and bladder neck will be pulled anteriorly 
and superiorly. This is exactly the same relocation 
that is attempted with sutures in the surgical correc- 
tion of stress incontinence. Kegle described an exercise 
that will strengthen and increase the tone of pubococ- 
cygeus muscles. Reports in the gynecologic literature 
reveal that use of this exercise has resulted in cure of 
50 to 85 per cent of patients with stress incontinence. 
I teach the patient to perform the exercise, starting 
with a simple descriptive explanation. 

“Imagine you are riding in a bus over a bumpy road. 
You have a full bladder and the bus won’t stop. Can 
you feel how you would tighten up the muscles around 
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your vagina and rectum in order to hold your urine? 
It will feel as if you are pulling your rectum up inside 
of your body.” 

After some such explanation the patient is asked to 
try it while your examining fingers are in the vagina 
palpating the anterior vaginal wall. You will be able to 
feel the bladder neck elevate if the patient is perform- 
ing the exercise properly. 

Many patients learn quickly. Others require pa- 
tience, repeated explanation and trials. There is an 
instrument called a perineometer that may be used 
(Figure 3). It consists of a hollow rigid tube around 
which is placed a rubber sheath similar to a condom. 
The tube is connected as a closed system to a pressure 
gauge. I’ve never found much need for this instru- 
ment. It may in some cases help motivate the patient 
since she can follow her progress as she is able to exert 
more and more pressure. 

The patient should be instructed to contract the 
perineal muscles 15 to 20 times, four times a day. Re- 
sults are often apparent in one or two weeks, but at 
times several months of perseverance are required. 
During this time the patient should be examined at 
monthly intervals to evaluate her symptoms, the 
strength of the pubococcygeus muscles and to ascer- 
tain that the exercise is being performed.-correctly. 

Using this method, operative correction will be in- 
dicated only under the following conditions: 


Figure 3. Drawing of the perineometer. See text for discussion. 
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1. When there is very marked anatomic relaxation 
demonstrable ; 

2. When vaginal surgery is indicated to correct 
some other abnormality ; and 

3. With failure of Kegle exercises after at least three 
months’ trial. 

in the latter case, the exercises should not be con- 
sidered valueless. Many gynecologists believe that pre- 
operative and postoperative use of the exercises in- 
creases the chance of a complete and lasting surgical 
cure. I put my postpartum patients on the exercise 
routinely. 

If complete relief is obtained by the nonoperative 
method of management, the patient will have to con- 


tinue the exercises, though not as conscientiously, {or 
the rest of her life. To most patients this is a very small 
price to pay for avoiding surgery. 

This is a method by which the general practitioner 
can treat many patients with stress incontinence even 
in hospitals where his surgical privileges are limited. 
In some cases your patient may eventually require sur- 
gical correction. In some cases you still may want con- 
sultation. Regardless of these cases, I’m sure you will 
be more than gratified with the results of therapy with 
Kegle exercises. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Use of Hospitals 


IN THE PAST TWO DECADES, there has been a great increase in 
the number of hospital admissions in the United States 
(see accompanying diagram). The October, 1958 Statistical 
Bulletin of the Metropolitan Life Insurance Company sug- 
gests that the increase reflects the following: 

1. Added bed capacity. 

2. Reduction in average length of hospital stay. 

3. Growing number of hospitalized births. 

4. Greater availability of special equipment for diagnosis 

and treatment. 

. Increased use of health and hospital insurance. 


Hospitalized Veterans 


As or June, 1957, there were about 150,000 veterans in 
hospitals because of non-service-connected disabilities. 
Almost 50 per cent of these men were in VA hospitals. 


Projections indicate that, by 1986, there will be about 
300,000 veterans in hospitals because of non-service-con- 
nected disabilities. If the admissions policies and the pro- 
gram of VA hospitals remain the same, it is evident that 
there will be pressure for a considerable increase in VA 
hospital beds just for the care of veterans with non-service- 
connected conditions. 


T T 
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Allergic reactions to insect stings are serious emer- 
gencies and may result in death. Desensitization 
with extracts of bees, wasps, hornets and yellow 
jackets is an effective prophylactic measure in hyper- 
sensitive individuals. The dose schedule must be in- 
dividualized, lower starting concentrations being re- 
quired in more sensitive patients. The maintenance 
dose—the maximum that can be tolerated—should 
be injected every three or four weeks until proof of 
protection is obtained. Untoward reactions are rarely 


significant. Emergency measures for acute hyper- 
sensitivity reactions include epinephrine, hydro- 
cortisone and antihistaminics. 


Each year, several dramatic anaphylactic deaths fol- 
lowing stings of insects are reported in the press and 
medical literature. For every death followi ing an insect 
sting there are many cases of lesser degrees of nonfatal 
hypersensitivity reaction. Any one of these people, if 
stung in the future, may die. Therefore, effective meas- 
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ures must be taken to prevent future anapliylactic 
reactions. 


History of the Problem 


Desensitization of patients sensitive to insect stings, 
using venom or an extract of whole insect bodies, was 
successfully utilized as early as 1925. Extensive studies 
of the problem were carried out by Benson and Sem- 
inof in 1930. These workers characterized some of the 
constituents of bee venom and demonstrated that 
chance introduction of pollen was not a factor. They 
concluded that the sensitizing substance was a protein 
of the insect body present also in the venom. 

In the sporadic published reports of successful de- 
sensitization a number of questions have been raised. 
it is important to know the most effective antigen to 
use to produce protection to stings of all insects to 
which the patient may be sensitive. The next step 
would be to outline an effective program for adminis- 
tering this antigen. Lastly, the results of treatment 
should be studied in a large series of sensitive patients. 


Insect Antigens 


Foubert and Stier studied the antigenic composition 
of extracts of honey bee, wasp, hornet and yellow 
jacket. Gel diffusion methods demonstrated each insect 
extract to contain from five to eight antigens. The 
same one or two of these antigens were found in each 
of the insects studied. A second group of proteins, 
however, was more specific. Bee and wasp did not 
share any of the second group of antigens with each 
other or with hornet or yellow jacket. Yellow jacket, 
yellow hornet and black hornet, however, al! shared 
this group of antigens to some degree. 

Active anaphylaxis studies using guinea pigs con- 
firmed these antigenic differences between the insects 
studied. Also yellow jacket appeared to be the most 
potent antigen both in sensitizing guinea pigs and in 
producing anaphylaxis i in guinea pigs sensitized to the 
other insect antigens. These authors concluded that 
in order to produce antibodies to all the insect antigens 
to which a person might be sensitive, the desensitiza- 
tion mixture should contain extracts of at least honey 
bee, wasp and yellow jacket. 


Clinical Survey 


The next logical step was to test these experimental 
conclusions upon a series of patients manifesting hy- 
persensitivity to stings of insects. In the authors’ own 
practice over a period of five years, 18 patients were 
seen who displayed hypersensitive reactions to insect 
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Age 0-10 = 42 
11-20 = 35 


Males: 87 


Females: 53 
21-30= 7 

Sex not recorded: 3 
31-40 = 22 
41-50=19 Youngest = 814 


Over 50=13 Oldest = 64 


Table 1. Age and sex distribution of patients showing hypersensitivity 
to insect stings. 


Occupations 


Beekeeper or wife. 


ter ve eee 


Table 2. Occupations of patients showing hypersensitivity to insect 
stings. 


Table 3. Regional distribution of patients included in the survey. 


Geographic Area 
New 39 
Eastern Stites.) 16 


stings. Fifteen of these patients were given desensiti- 
zation therapy. Of this group, seven are known to have 
suffered subsequent stings. Three of these stings have 
occurred since this survey was begun. It was obvious 
that at the present rate, gathering sufficient data would 
require many additional years. Therefore, it was de- 
cided to write each of the physicians throughout the 
United States known to have purchased insect antigens 
from a certain supplier during the period from 1954 
to 1956 and request them to fill out a questionnaire. 
The forms sent each physician asked numerous ques- 
tions but answers could be brief and specific. The in- 
formation requested was first the nature of symptoms 
experienced by the patient, and the insect involved. 
Then details of the desensitization course were re- 
quested, such as starting doses, intervals between in- 
jections, maintenance doses, maintenance intervals and 
untoward reactions. Lastly, the doctor was asked if the 
patient had experienced any more stings. If further 
stings had occurred, the doctor was requested to iden- 
tify the insect, describe any symptoms that occurred 
and evaluate the degree of protection as complete, par- 
tial or none at all. A gratifyingly large proportion of 
the physicians returned the questionnaires. The an- 
swers were unusually complete and most doctors took 
time to add pertinent comments regarding their pa- 
tients. 

The shortcomings of the questionnaire method for 
the sampling of data are evident. The information re- 
quested had to be expressed in a few words or num- 
bers. The number of questions had to be a minimum. 
The most glaring fault is the subjective nature of the 
physician’s evaluation of the results of therapy in each 
patient. This factor is partially compensated by the 
request for specific details of symptoms occurring upon 
being stung after a period of desensitization. 

There was no attempt to use a comparable control 
series who were untreated. This would have been im- 
possible since most of the patients came to the doctor 
because of fear that the next sting might prove fatal. 
None could be denied any possible help for the sake of 
a well-controlled. clinical series. Each patient has to 
serve as his own pretreatment control. Any clear-cut 
improvement over the previous progressively severe 
hypersensitivity reactions after stings would be consid- 
ered evidence for protection of the patient against 
these allergic reactions. 


Results 
EPmDEMIOLOGY AND CLINICAL PICTURE 


Of all the questionnaires returned, 143 contained 
sufficient data to be included in this analysis. The clin- 
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ical picture of hypersensitivity to insect stings was 
well outlined. 

All ages were capable of being sensitized, with the 
greatest number of reported patients under 20 years 
ofage (Table 1). There was a sharp decrease of patients 
in the third decade. The reason for this is not apparent 
at this time. Males were somewhat more frequently in- 
volved than females, but this was probably due to the 
men’s outdoor work and increased exposure to insects 
(Tables 1 and 2). A number of indoor occupations 
were also listed. 

Reports were received from all parts of the country 
(Table 3). As would be expected, suburban and rural 
environments produced the greatest exposure to stings. 

Table 4 lists the symptoms described as occurring 
in these patients. Undoubtedly the same clinical find- 
ings may have been given different names by different 
observers. Angioedema in some reports appeared to 
mean hives occurring on the face. The term anaphylac- 
tic shock often was used as a general term for the whole 
spectrum of symptoms of hypersensitivity occurring 
after an insect sting. Probably the terms asthma and 
pulmonary edema were used by different physicians to 
describe the same combination of cough, wheeze, 
dyspnea, cyanosis and pulmonary congestion. 

Eleven questionnaires recorded no generalized symp- 
toms but unusually extensive, painful swelling of the 
extremity receiving the sting. 

Nine patients complained of syndromes resembling 
serum sickness, with generalized hives coming on a day 
or more after the sting, or a febrile course for several 
days, or the development of a generalized petechial 
eruption. Otherwise, the symptoms noted occurred in 
a matter of minutes after a sting. 


Tue OrreNDING INSECTS 


There are many inaccuracies in the tabulation of in- 
sects causing stings in these patients (Table 5). Gen- 
erally identification was made by the patient. In the 
authors’ experience, this identification frequently is not 
accurate. Local terminology also is a problem since in 
some areas a yellow striped wasp is called a yellow 
jacket. Some people are accustomed to term any sting- 
ing insect either a honey bee or a wasp; to others any 
insect that stings is a bee. 


EFFECTIVENESS OF DESENSITIZATION 


Apparently some doctors expected more from treat- 
ment than others. Some patients listed as having com- 
plete protection were described as having some exces- 
sive local swelling (Table 6). On the other hand, several 
patients listed as having partial protection were de- 
scribed to have only mild local pain and swelling at the 
sting site. Other physicians as well as the authors 
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INCIDENCE OF STMPTOMS PRODUCED 


Shock, fall in blood pressure...........-.--.-+-- 
Extremely large local reactions: no systemic 
Unconsciousness (more prolonged than fainting)... 
Swollen tongue or 
Delayed hives (serum sickness-like illness). ....... 


Table 4. Incidence of various symptoms and signs-of hypersensitivity 
to insect stings. 


would have termed this complete protection. It is sig- 
nificant that only one patient listed as having partial 
protection experienced any generalized symptoms 
when stung after starting desensitization. This one pa- 
tient experienced hives on her face and arms 20 minutes 
after a sting. 

More important to this study than the general group 
of patients reported upon were those who had experi- 
enced a very severe, nearly fatal illness after insect 
stings. It was not difficult to pick these patients out of 
the reports since many doctors wrote vivid descriptions 
of these profound reactions. The true test of the effec- 
tiveness of treatment would be found in the results of 
desensitizing these patients. The effectiveness of de- 
sensitization in these extremely sensitive people would 
appear to be even more uniform than it was in the 
general hypersensitive group (Table 7). Where protec- 
tion was most needed, desensitization was most effective. 


DESENSITIZATION FAILURES 


The two patients of the entire series who failed to 
obtain protection were both wives of beekeepers. One 
experienced mild cough and wheeze whenever she was 
stung by a honey bee. Desensitization was started with 
whole bee extract. Mild asthma was produced by the 
first injection but subsequent injections were tolerated 
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INSECT CAUSING 
SEVERE REACTION 


Table 5. List of reported insects responsible for hypersensitivity 
reactions. 


SFRECTIVENESS OF 
DESENSITIZATION TREATMENT 


Number of patients given desensitiza- 
tion—125 

Number of patients stung after treat- 
ment began—59 

Degree of protection: Complete . . 43 


Table 6. Physicians’ estimates of effectiveness of desensitization pro- 
grams in severely hypersensitive individuals, with types of antigen 
used. 


satisfactorily. Two months after starting treatment, she 
experienced a sting and again had a mild asthma attack. 
The woman became discouraged and discontinued 
treatment against advice. The dose of antigen had been 
advanced only to 0.10 ml. of a 1:10,000 dilution. It is 
impossible to know whether further desensitization 
would eventually have afforded this patient protection. 

The second patient experienced severe anaphylaxis 
when stung by honey bees and also had asthma when 
she inhaled the dust around old hives. After desensiti- 
zation with bee venom for one year, a bee sting was 
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followed by shock within two or three minutes. Whole 
honey bee extract then was injected for another year, 
but a sting again produced severe shock in two min- 
utes. Finally a mixed whole insect extract was admin- 
istered. Six months later partial protection was demon- 
strated by a trial sting that after 20 minutes produced 
hives of the face and arms but no shock or wheeze. 
The patient is continuing to take a dose of this antigen 
every two weeks. 

Even though no protection was produced in these 
women by injections of whole bee extract or bee venom 
extract, no significant conclusions can be drawn from 
a series of but two patients. Bee venom was adminis- 
tered to another two patients who have not yet reported 
another sting. One child had numerous asthmatic re- 
actions when given injections of bee venom extract. 
No systemic reactions have occurred since a mixed 
whole insect extract has been used. Whole honey bee 
extract produced severe systemic reactions in another 
patient and led to discontinuation of the injections. 


Dose SCHEDULES 


A major purpose of this investigation was to find a 
satisfactory schedule for desensitizing patients who are 
sensitive to insect stings. The arbitrarily selected start- 
ing concentration in most cases ranged from 1 :100,000 
to 1:1,000,000. The starting dose was from 0.02 ml. to 
0.05 ml. Of those patients started on the 1:1,000,000 
dilution, 51 had no reactions, 18 had local reactions 
and three had general symptoms. Of those started on 
a 1:100,000 dilution, 15 had no reactions, eight had 
local reactions and one patient had a systemic reaction. 
Of eight patients started on 1:10,000, only one had 
any local reaction. One patient was given an initial 
dose of 0.01 ml. of the concentrated 1:10 mixture and 
had severe local and general symptoms. Despite this, 
desensitization was continued. In general, those pa- 
tients having the most severe allergic symptoms when 
stung were most likely to have local or general symp- 
toms at the 1:100,000 or 1:1,000,000 concentration. 
Patients with less severe symptoms from insect stings 
could generally tolerate the 1:10,000 dilution without 
difficulty. 

The frequency of desensitizing injections ranged 
from one to three injections each week. A dose schedule 
enclosed with the treatment material suggested that 
consecutive injections should be increased by 50 per 
cent. A considerable number of doctors reported that 
they followed this dose schedule. This increase was 
apparently satisfactory since only four patients had 
severe local or general symptoms during the course 
of desensitization. 

The dose and concentration of antigen were increased 
to the largest level tolerated. The maintenance dose 
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ranged from 0.05 to 0.40 ml. The maintenance con- 
centration was variable. Sixty-two patients tolerated a 
1:10 dilution; whereas, 21 had to stop increasing the 
concentration at a 1:100 dilution and 18 did not in- 
crease beyond a dilution of 1:1,000 or greater. The 
interval between maintenance injections ranged from 
once a week to once every three or four months. The 
50 patients who attained a maintenance level received 
an injection every three or four weeks. The patient 
who went three or four months between injections ex- 
perienced large local reactions. The maximum dose 
administered to any patient was limited by the devel- 
opment of large local reactions. 

The duration of therapy ranged from two and one- 
half months to four years. One patient was stung two 
and one-half months after starting desensitization and 
demonstrated partial protection by having only a large 
swelling at the site of the sting. Most patients had 
about a year of injections before receiving another sting. 
Most of those demonstrating complete protection had 
been treated from one to four years. 

A maintenance injection every three to four weeks 
was well tolerated by all but two patients. One devel- 
oped excessively large local swellings if the dose inter- 
val exceeded two weeks. The other could not go longer 
than one week between injections without experiencing 
mild urticaria and chest oppression after injections. 


UnrowarD REACTIONS 


Serious untoward reactions to therapy were not com- 
mon. Mild local reactions at the injection site occurred 
frequently in 64 patients primarily at the onset of 
therapy and also at the point of maximum dosage. 
Severe local reactions were recorded in five patients; 
mild general reactions in seven patients and severe 
general reactions in six patients. One patient with 
severe local and general symptoms was the man given 
0.01 ml. of a 1:10 dilution as the starting dose. 

Five patients discontinued injections because of un- 
toward reactions. Two became alarmed because their 
arms became excessively red and swollen. One man 
experienced several episodes of headache, nausea and 
malaise 18 hours after injections and so discontinued 
therapy. Another doctor refused to treat a patient who 
suffered anaphylaxis after an injection of a “very dilute 
solution.” The dose and concentration were not re- 
corded. The fifth patient was a 10-year-old girl who 
came to dread the injections so much that her parents 
discontinued treatment. 


Critique of Results 


Paticits who were hypersensitive to insect stings and 
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In order to secure a significantly large sample of 


who were treated with desensitization, physicians who 
had ordered desensitization materials were sent a ques- 
tionnaire. Therefore, all of the antigenic material used 
in treating these patients was from a single source. 
There is no intent to imply that this antigen is the 
only one to use. However, we believe we have success- 
fully demonstrated that this antigen is effective in con- 
ferring protection upon patients who are hypersensi- 
tive to insect stings. 

The questionnaire method of evaluating a type of 
treatment has many drawbacks. A doctor who had poor 
results is less likely to answer such a letter. However, 
more than half the physicians to whom letters were 
sent returned some sort of an answer. In at least one 
instance, the doctor admitted later he was too busy to 
answer. There probably were others like him. How- 
ever, even if there had been a number of unreported 
treatment failures, they would not vitiate the benefit 
afforded the patients reported here. 

A composite clinical picture of a hypersensitivity 
reaction to an insect sting would be the development 
of itching within a few minutes after the sting. Then 
generalized urticaria and swollen lips and eyelids would 
occur. The patient would notice chest tightness, cough, 
dyspnea and wheeze and often would feel faint or actu- 
ally become unconscious. These symptoms became so 
pronounced in 59 patients that death seemed imminent. 


RESULTS OF TREATMENT OF PATIENTS 
HAVING SEVERE, NEAR FATAL 
REACTIONS TO STINGS 


Types of Antigen Used 


Mixed whole insect 
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The administration of increasing doses of a mixture 
of extracts of whole bee, wasp, hornet and yellow jacket 
produced high degrees of protection for these sensitive 
patients. 

The questionnaire method does give a good sampling 
of the desensitization programs used. The proper start- 
ing concentration cannot be stated arbitrarily but must 
be adjusted according to the sensitivity of the patient 
to be treated. Those who have sudden and extremely 
severe allergic reactions should be started at a no greater 


concentration than 1:1,000,000 or even 1:10,000,000. - 


Those patients complaining of mild reactions, primar- 
ily local symptoms or long-delayed reactions may be 
started safely at a 1:10,000 dilution. 

The purpose of desensitization is to build up pro- 
tection as rapidly as possible. Most of these patients 
tolerated dose increases of 50 per cent per injection 
at intervals of two or three times a week. These pa- 
tients varied greatly in the maximum dose tolerated. 
However, once this dose is established most patients 
could continue their injections at intervals of three or 
four weeks. An occasional patient would lose protection 
if the interval were greater than a week or two. 

Unfortunately these data do not permit evaluation 
of the important question of the adequate duration of 


desensitizing injections. The proof of protection is the 


lack of significant symptoms after an insect sting. Gen- 
erally one must wait until the patient chances to suffer 
another sting. Occasionally a test sting can be admin- 
istered in the doctor’s office with suitable antidotal 
medication available immediately. 


Untoward reactions of any severity were few. Treat- 
ment was discontinued because of severe side reacti:ns 
by but four of these 143 patients. 


Emergency Treatment 


Desensitization to insect stings is a prophylactic 
measure. Treatment of the patient’s acute allergic re- 
action constitutes a problem of its own. As in the case 
of any acute severe allergic reaction, epinephrine 
hydrochloride, 0.5 ml. or more of the 1:1,000 solu- 
tion intramuscularly, or part of the dose intravenously, 
is the specific antidote. Epinephrine should be given 
first and may be repeated as often as necessary. Then 
an injectable antihistamine should be given parenteral- 
ly. One hundred mg. of hydrocortisone may be injected 
intravenously next. 

Thereafter the sensitized patient should carry on his 
person at all times several sublingual tablets of iso- 
proterenol (15 mg. for adults or 10 mg. for children) 
and several uncoated antihistamine tablets. The patient 
should be told to swallow the antihistamine tablet and 
place the isoproterenol tablet under his tongue. Then 
he should contact his doctor. The patient’s spouse or 
parents should be instructed in administering epi- 
nephrine injections for emergencies, and several am- 
puls of 1:1,000 epinephrine hydrochloride should be 
kept on hand at all times. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


1. All cases of clinical chronic thyroiditis without a clear history of acute thyroid- ; 
itis in the past—this means a hard, often diffusely involved thyroid gland. is 
2. Fairly recent or rapid enlargement of a previously existing nodule or nodular _ 


goiter, or both, 


3. All firm or hard discrete nodules, especially in patients under 50 years of og 


age and in children. 


gland. 


4. Firm, persistent lymph nodes or nodules in the neck adjacent to the thyroid a 


5. Nodular goiter or discrete nodule adherent to surrounding tissues. oe 
6. Nodular goiter with laryngeal paralysis or neck pain without other adequate _ 


explanation, or both. 


nodule). 


7. Toxic nodular goiters (clinically, toxic goiter is unlikely in a small solitary _ 


8. All large nodular goiters causing considerable tracheal compression or un- ‘4 


sightliness, if the age and cardiovascular status of the patient justify operation — __ 


L. M. Hurxruat, and A. C. Hemveman, m.p.: “Nodular Goiter and Thyroid 


Cancer,” New J. Med., 258 :457, 1958. 
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SOL KATZ, M.D. 
Associate Editor, GP 


Cystic Fisrosis of the pancreas is a poor term, for it 
does not adequately define the basic nature of this 
widespread hereditary disturbance. Although pan- 
creatic lesions and pancreatic insufficiency were the 
first features noted in this disease, it is now recognized 
that clinical manifestations of pancreatic deficiency 
may be minimal or absent. However, bronchial and 
pulmonary involvement are almost always present, and 
especially influence the clinical findings and prognosis. 
It is now known that the sweat glands are also con- 
sistently affected, and the “sweat test” has become a 
most important diagnostic method, demonstrating in- 
creased sweat sodium and chloride. Hepatic cirrhosis 
is also an accompanying condition. The secretory ac- 
tivity of all exocrine glands, mucus-producing and 
nonmucus-producing, is probably disturbed in muco- 
viscidosis and accounts for the manifestations-in this 
disorder. 

The mucus secreted by the pancreatic glands is 
abnormal in its physicochemical properties, causing 
obstruction of the pancreatic ducts with dilatation of 
the acini, and fibrosis. In the lung, the viscid bronchial 
mucus leads to obstruction of the airways, with atelec- 
tasis, emphysema, bronchopneumonia, bronchiectasis 
and fibrosis. 

About 10 per ceat of the patients have intestinal 
obstruction during the first weeks of life due to me- 
conium ileus. The largest group of children have mani- 
festations of pancreatic dysfunction, with malnutrition 
and foul bulky stools, and respiratory symptoms of 
varying degrees of severity due to bronchial obstruc- 
tion and infection and their sequelae. There are some 
children in whom there are no pancreatic abnormali- 
ties, but only bronchopulmonary symptoms. Staphy- 
lococcus aureus is frequently the offending pathogen 
in the presence of infection. However, other bacteria 
and Candida albicans are also noted, especially in 
antibiotic-treated children. 

With control of pancreatic insufficiency by diet and 
pancreatic extracts, and prevention of acute salt de- 
pletion by sweating, especially in hot weather, the out- 
come in these patients is determined by the degree of 
bronchopulmonary involvement and the effectiveness 
of its management. Some children show improvement 
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Mucoviscidosis (Cystic Fibrosis of the Pancreas) 


in their respiratory symptoms as they approach pu- 
berty. This is probably related to growth of the bronchi 
which helps overcome the effects of bronchial obstruc- 
tion. It is speculated that chronic bronchopulmonary 
disease in adulthood may be present in those children 
without irreversible bronchial damage. 

The pulmonary roentgen findings in mucoviscidosis 
are quite variable. Typically, there is enlargement of 
the hilar areas and diffuse bilateral, symmetric nodu- 
lar and linear fibrotic densities, more prominent in the 
lower lung fields. In the presence of bronchopneu- 
monia, there are transient, fluffy, patchy areas of in- 
creased density. Lobular emphysema and atelectasis 
may occur, and in the advanced cases with obstruction 
of the large bronchi, massive lobar and multilobar 
atelectasis ensues with death from asphyxiation. The 
lobar atelectasis usually involves the right upper or 
middle lobes while the lobes of the left lung are rarely 
affected. The roentgen appearance of bronchiectasis, 
with widespread “thoney-combing” and diffuse ob- 
structive emphysema, may be the dominant roentgen 
pattern. Single or multiple lung abscesses are not in- 
frequent. Cor pulmonale, with right ventricular en- 
largement and huge pulmonary arteries, is also seen. 


« 
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Figure 1. X-ray of the chest of a 3-year-old child with mucoviscidosis, 


shouting extensive fibrosis and marked cystic emphysema. 
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Mortality Survey 
in Twenty-Six Years. 
of General Practice 


CHARLES BARON, M.D. 
Covington, Kentucky 


During 26 years of the author’s general practice, 
there were 259 deaths among the 13,190 patients. 
The causes of death were classified according to the 
Standard Nomenclature of Diseases. By body sys- 
tems, the causes were found, in order of frequency, 
in the nervous system, respiratory system and car- 
diovascular system. The largest number of deaths 
were in the seventh and eighth decades. The average 
age of death, excluding perinatal deaths, was 62.2 
years. As a result of his own wide experience, the 
author urges that death certificates more often should 
read, ‘cause of death, unknown.” Too often an un- 
certain or unproved cause is recorded, and vital 
statistics are correspondingly weakened. 


LOOKING AT DEATH is not morbid curiosity. A review 
of deaths brings back to memory a kaleidoscopic, 
chronologic experience. This experience carries the 
threads of disappointment, failures, the lack of drugs 
unknown at the time, Nature’s cruel pranks of genetic 
errors, civilization’s hurrying, mechanistic living and 
changing skills in surgery. The ever-increasing num- 
bers of our geriatric population face us every day, 
many of whom wonder why they are kept alive long 
after their usefulness and will to live have passed with 
their irretrievable brain changes. 
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Preservation of life, in a functioning manner, for 
the individual is the physician’s prime mission. ‘! hat 
motivation has been written about from time immemo- 
rial, Emily Dickinson caught this spirit when she wrote: 


If I can stop one heart from breaking, 
I shall not live in vain; 

If I can ease one life the aching, 

Or cool one pain, 

Or help one fainting robin 

Unto his nest again, 

I shall not live in vain. 


It occurred to me to turn the coin and look at the 
other side. There will always be another side, but too 
infrequently, man does not want to see it. The doctor, 
even before he starts out, knows that he will face it, 
deal with it and often be confounded by it. His in- 
ability to preserve life is inevitable. Too infrequently, 
an appraisal is made of deaths in a doctor’s practice. 
It is thought that the survey which follows not only 
illuminates the struggle of a doctor in our age when 
medicine grew rapidly, confounded by wars, but fosters 
an attitude and feeling of humility in one who must 
face life and death every day. 

Although my practice began in September, 1931, my 
first death certificate was not signed until January 30, 
1932. Coding was used according to Standard Nomen- 
clature of Diseases. Each death certificate signed by me 
was reviewed at the Department of Vital Statistics of 
Kenton County, Ky. 


The Factors of Age and Sex 


There were 259 deaths of which there were 135 
females and 124 males. On a national scale, males ex- 
perience a higher death rate than females throughout 
life, but the disparity in mortality between the sexes 
varies with age. It is at a maximum during adolescence 
and early adult life, and is smallest at the youngest and 
oldest ages. At the preschool ages, the death rate for 
boys is 1.2 times that for girls, but the ratio increases 
markedly with advance in age to a high of nearly 
2.66:1 at ages 15 to 24 years. 

That widening disparity in mortality reflects very 
largely the increasing sex difference in the accident 
death rate. Accidents alone account for nearly half the 
sex difference in mortality from all causes combined at 
ages 1 to 4. The proportion increases strikingly to 
more than four-fifths at ages 15 to 24. In that age 
group, the accident death rate in 1955 was 100.8 per 
100,000 for white males and 20.1 for white females. 
Interestingly enough, in my survey, only one acciden- 
tal death was recorded, that of a young woman who 
was knocked out of an automobile. 
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One word of explanation must be inserted here. For 
more than ten years, I have been in charge of a home 


— for indigent old ladies. This would account in part for 
; the preponderance of female over male deaths.  {NGIDENCE OF DEATHS FOR VARIOUS AGE GROUPS 
Table 1 shows the number of deaths by age groups 
and sex. There were no deaths in the 5 to 9 year 
group. It is significant that the group from 1 to 19 were bs 
21 per cent of the whole, while the 20 to 39 ages ‘ 
totaled 7.3 per cent. Notice that in the 50 to 59 ages : 
the males die out rapidly, while in the next older age a 
group the females practically catch up. They do catch 
ad up in the seventies and then the males have practically 
a disappeared. Only once did I see a man in his nineties, 
“a 97 to be exact, but someone else “signed him out.” é: 
it In the 0 to 1 age group, five deaths were due to con- ; 
an genital anomalies, while 13 were due to obstetric condi- & 
tly tions. The five congenital conditions were as follows: 
Bi tracheoesophageal fistula ; atelectasis, absence of inter- A 
a ventricular and interatrial septa (cor bilocular) ; absent ‘ 
we kidney s (two cases, both from the same mother). : 
a Figure 1 shows the order of incidence of deaths for e: 
the various age groups. 
Some consideration must be given in passing to the 5 
ee setting—the volume of my practice—in which the : 
30 deaths occurred. This has varied somewhat from year 
we to year. There were the long lean years of the depres- 5 
a sion and the frenzy of the war years. However, in 
of total, there were 17,757 hospital visits, 21,836 house ; . 
calls, 61,284 office visits and 13,190 new patients dur- an ‘ : 
ing the time of this survey. 
(35 
ex- CAUSES OF DEATH BY BODY SYSTEMS 
put (Classification according to Standard Nomenclature 
Kes Total of Diseases.) 
ice Age Group Male Female Total Deaths 
99 System Number of Deaths 
1-4 i 2 3 Respiratory 62 
0 Cardiovascular 
rly 1 0 1 io Nervous 55 3 
1 1 2 Urogenital 24 
ry 3 4 7 2.7 Digestive a 23 ¥ 
nt 3 9 12 4.6 Psychobiolégic unit 13 q 
i 7 9 16 6.1 Body as a whole 7 : 
ae 30 115 Integumentary and breast 7 7 
at 32 27 59 22.7 Hemic and lymphatic 3 ‘ 
to 29 29 58 22.3 Endocrine 2 
ge 8 30 38 14.6 “Supplementary term” 1 
0 “Dead on arrival” 
n- 
no 


Table |. 
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Table 2. 


AVERAGE AGE OF DEATH BY YEARS 


Number of 
Perinatal 
Deaths 


Excluding 
Perinatal 
Deaths— 

Average Age 


1 


1 
1 


BODY SYSTEMS 


Table 3 gives the average age of death by years, with 
and without perinatal deaths. Perinatal deaths include 
those deaths of live-born infants of more than 20 weeks’ 
gestation who failed to survive the first 28 days after 
birth, as well as stillbirths of more than 20 weeks’ 
gestation. For the total, the average age of death was 
56.7 years. Excluding perinatal deaths, the average 
age was 62.2 years. 


Cause of Death 


Table 2 shows the number of deaths by body sys- 
tems, and is arranged in the order of incidence. Deaths 
due to disease of the respiratory system, the cardio- 
vascular system and the nervous system lead the list in 
close order. From another point of view, the category, 
**psychobiologic unit” (13 deaths), might be added to 
“nervous system” since the deaths in the former cate- 
gory were all due to chronic brain syndrome of un- 
known cause. The total of 68 deaths would make 
“nervous system” rank first. In the category, “uro- 
genital system” (24 deaths), 11 deaths were genitouri- 
nary and 13 were obstetric. Figure 2 re-presents some 
of this information in somewhat more direct form. 

Table 4 shows how Standard Nomenclature of Dis- 
eases was used for classification of causes of death. It 
also lists the diagnoses more precisely and, in a num- 
ber of instances, gives the total number of times a 
diagnosis was made in my practice during the period 
of the survey, thus giving an idea of the percentage of 
deaths for a specific disease. 

There were 25 cases of carcinoma (9 per cent of all 
deaths). System 1 had six, of which two were of the 
skin and four of the breast. System 3 had four, three 
of the lung and one of the larynx. System 6 had eight, 
one of the mouth, one of the esophagus, one of the 
stomach, three of the colon, one of the rectum and 
one of the gallbladder. The genitourinary tract had 
six, one of the kidney, one of the prostate and four of 
the uterus. System 8 had one, that of the thyroid. 
Although the diagnosis of cancer was made clinically, 
on many other occasions, some patients did not believe 
it or sought definitive action elsewhere. 


Some Enigmas 


When a physician signs a death certificate, one term 
is used as the cause of death, and additional space is 
allotted for contributory causes. With a multiplicity of 
causes, which shall it be? One patient had broncho- 
pneumonia, pulmonary edema, pulmonary emphy- 
sema, pulmonary tuberculosis, right ventricular hyper- 
trophy and cardiac dilatation. Bronchopneumonia was 
chosen as the cause of death, but pulmonary tubercu- 
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1932 4 $2.7 43.0 
1934 6 48.1 
1935 10 53.8 596 
1936 15 54.0 57.8 
1937 4 66.0 
1940 11 43.3 2 53.0 
1941 6 61.8 
1942 3 70.3 
1943 23 60.4 2 
1944 15 45.9 2 53.0 
1945 15 64.5 
1946 6 66.5 
1947 9 47.8 2 ug 
1948 6 47.0 1 56.4 
1949 14 64.7 
1950 14 62.2 1 
1951 13 59.1 “0 pn 
es 1952 10 39.7 2 4.0 
1953 12 54.1 3 
1954 59.7 i 65.7 
1955 12 4 66.0 191 
1956 73.1 ry 
1957 10 54.2 2 67.1 
9% 
Table 3. 
| 
16] 
Nervous System (269%) 
Urogenital System Cardiovascular System, (23%) 
Figure 2. 
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HIGATION OF CAUSES OF DEATH 


“of Psychobiologic Unit 


brain syndrome of unknown cause 
nosis made 31 times) 


of the Body as a Whole 


shecongenital syphilis 

12 poisoning —lead 

3461 poisoning —sulfanilamide 

ixx shock due to trauma or following operation 


0 septicemia 


ntary System 


\x9 lupus erythematosus 
12 face-skin-basal cell carcinoma 


enosis made 10 times) 


ear-skin-carcinoma 


$19] breast-carcinoma 


ynosis made 18 times) 

ulory System 

29 tracheoesophageal fistula—congenital 
91 larynx—carcinoma 


0,6 bronchiectasis due to infection 
en psis made 12 times) 


19 atelectasis—congenital 
( lobar pneumonia 
mosis made 88 times) 
0.8 luang—cy st 
23 lung—tuberculosis 
endsis made 73 times) 
) primary atypical pneumonia 
gnosis made 24 times) 
16 lung—infarction 
a gno is made 6 times) 
2 hypostatic congestion of lung 
191 lung—-carcinoma 
gnosis made 4 times) 
10 bronchopneumonia due t6 undetermined 
cause 
gnosis made 359 times) 
18pulmonary embolism due to unknown cause 
System 
033 hypertensive cardiovascular disease 
gnosis ma.ic 53 times) 
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no NH 


Total 


62 


(Continued in column at right) 


arteriosclerotic heart disease 
(diagnosis made 1> times) 
410-5x7.5 rupture of heart duc to infarction 
410-982 rheumatic heart disease 
(diagnosis made 70 times) 
410-700 heart disease undiagnosed 
41 absence of interatrial and interventricular 
septa 
430.9%? infarction of myocardium due to unknown 


cause 


(diagnosis made 7 times) 
46.-1x0.4 embolism of artery duc to remote infection 
46.-618 embolism of artery 
46.-619 thrombosis of artery duc to unknown cause 
46.-942.7 thrombosis of artery secondary to arterio- 
sclerosis 
46.-y00.5 aorta—rupture due to undetermined 
cause 


47x-x30 essential vascular hypertension 
(diag.aosis made 594 times) 


48.-61S thrombosis of vein due to calaecdiiied cause 


489-541.7 thrombosis of femoral vein due to poly- 
cythemia 


5—Hemic and Lymphatic System 


500-8283 stem cell (blast cell) leukemia 

502-822 granulocytic leukemia 

55.-830 lymph nodes—lymphosarcoma 

6—Digestive System 

601-930 gastroenteritis due to unknown cause 
(diagnosis made 6 times) 

604-100 acute enterocolitis 
(diagnosis made 74 times) 

610-8191 mouth—carcinoma 

637-642.1x5 rupture of esophageal diverticulum due 
to inflammation 

637-8191 esophagus—carcinoma 


640-415.4 intestinal obstruction due to postipers- 
tive adhesions 

640-8191 stomach—carcinoma 
(diagnosis made 3 times) 


640-yx7 hematemesis due to unknown cause 
(diegnosis made 4 times) 


(Continued on following page) 
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Total 

650-514 strangulation of intestine 1 Bs 
650-930 enteritis due to unknown cause 1 
660-8191 colon—carcinoma $ 
661-100.3 acute appendicitis with perforation 1 

(diagnosis made 2 times) 
668-8091 rectum—adenocarcinoma 1 
680-190 infectious hepatitis (epidemic) I 

(diagnosis made 32 times) 
680-956 Laennec’s cirrhosis of liver i 

(diagnosis made 8 times) : 
687-8191 gallbladder—carcinoma 1 
690-190.7 acute hemorrhagic pancreatitis 1 


(diagnosis made 2 times) 
(also 9 cases of acute pancreatitis) 


060-380 peritonitis due to extravasated contents of 
viscera 1 23 


7—Urinary and Female Genital System 
710-011 kidney—absence (3) 
710-830 kidney—lymphosarcoma 
719-100 pyelonephritis 


764-799 prostate—hypertrophy, benign 
(diagnosis made 27 times) 


764-8191 prostate—carcinoma 1 
(diagnosis made 7 times) 


782-8191 uterus—carcinoma 4 
(diagnosis made 17 times) 11 
7x—Obstetric Conditions and Disease 
ie 7x2-002 term delivery—intrapartum death (still- 
born) 
bs 790-007 premature birth—neonatal death 
790-01 term birth—abnormalities in structure 2 


Table 4. (Continued from preceding page) 


losis could also have been chosen. Another patient 
had a pulmonary embolism. and acute pancreatitis, 
either of which could have killed. A considerable 
number have hypostatic congestion of the lung and 
a cerebral hemorrhage. Which killed the patient, espe- 
cially when no autopsy was made? Another patient 
had a cerebral embolism, rheumatic heart disease and 
chronic endocarditis. Which should be on the first 
line? Several patients had a cerebral embolism plus 
hypertension and arteriosclerosis. Which had first 
choice? Another had a basal skull fracture and also 
a subdural hematoma. Following exploratory opera- 
tion, she died. What did she die of? One patient, who 
had an autopsy examination, had fibrocystic disease of 
both lungs, bronchiectasis and histoplasmosis. She had 
three distinct diseases of the lung, but which killed? 
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CLASSIFICATION OF CAUSES OF DEATH (Continued from preceding page) 


790-514 asphyxia due to interference with fetal cir- 4 
culation 


799-631 prolapse of cord 4 2 
System 

810-8191 thyroid carcinoma 

820-x10 hypoparathyroidism 


9—Nervous System 
906-953 multiple sclerosis 
910-100 meningitis—acute 
9131-400.7 epidural space—cerebral hematoma 
930-x06 status convulsus (epilepsy) 
946.4-953 paralysis agitans 
94x.-100.4 embolism of—by infected thrombus 


94x-533.7 cerebral hemorrhage due to hypertension 
(diagnosis made 86 times) 

94x.-618 embolism of—due to unspecified cause 7 
(diagnosis made 12 times) 

94x.-619 thrombosis of—due to undetermined cause 8 
(diagnosis made 16 times) 


94x.-yx5 hemorrhage from—due to undetermined 


ao 


cause 22 4 
(diagnosis made 15 times) ‘ 
94x2.-942.7 anterior cerebral thrombosis due to é 


arteriosclerosis 2 


95x-y00 cerebrovascular disease of unknown cause 1 st 
972. .-171 poliomyelitis 
(diagnosis made 7 times) b 
y00-yyy dead on admission 1 
Supplementary Term s 
551 uremia h 
An enigma presents itself when you do not know 
anything about the patient, even with an autopsy ex- 
amination. The pathologist may never know what killed T 
the patient. I cannot emphasize too much that it is per- “ 
missible to put down for cause of death, “unknown.” I 
As a matter of fact, I use this reason to obtain per- Ei 
mission for an autopsy examination, because I tell the T 
family that I frankly do not have the information | d 
need. For the year 1956, in the Kentucky State Dee J ™ 
partment of Health Vital Statistics Report, there were 
472 cases listed under “‘ill-defined and unknown causes 5 
of morbidity and mortality.” This was out of a total [ 
of 27,888 deaths, or 0.16 per cent. After talking with ( 
many pathologists, I believe that our zeal to put ' 
“something” down invalidates a great deal of our ; 
vital statistics. 
G 
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Prevention of Sunburn 
and Light Allergy 
with Methoxsalen 


S. W. BECKER, JR., M.D. 


Department of Dermatology 
University of Illinois Medical School 
Chicago 
and Whiting Clinic 
Whiting, Indiana 


Methoxsalen is one of a group of compounds known 
as the psoralens. If these substances are ingested at 
an optimal time (two hours) prior to exposure to 
sunlight, specific alterations occur in the upper 
ehidermis. These changes filter ultraviolet light and 
protect the normal skin against sunburn. Further, 
the allergic skin is protected against light allergy. 
Several types of dose and exposure schedules may 
be used. However, these must be adhered to rigidly 
in the two-week period normally required to develop 
resistance. Resistance will then last the summer. 


THE PSORALENS have received publicity in recent years 
as “suntan pills.” Their exact method of action and the 
limitations of their effects are still being investigated. 
Enough is known to allow rational medical therapy. 
This paper will briefly review physiologic effects and 
discuss indications and contraindications for clinical 
use. 

The psoralens are naturally occurring furocou- 
marins. One of the psoralens, methoxsalen (8- 
methoxypsoralen, 8-MOP) is available commercially 
(Meloxine, Oxsoralen, Methoxa-Dome). When it is 
laken orally, it produces a temporary increase in sen- 
sitivity to sunlight. There is no therapeutic effect un- 
less ingestion of the drug is followed by sunlight. 
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Physiologic Effects in the Skin 


When the skin is exposed to sunlight two hours 
after ingestion of 8-MOP, the first reaction occurs in 
the upper epidermis. The change is in the stratum 
corneum (horny layer). This layer becomes thick, 
dense and adherent. The altered horny layer acts as a 
filter for ultraviolet light. The exact wave lengths that 
are filtered are not known. There is probably some 
effect through the entire ultraviolet-visible light 
spectrum. The thickened stratum corneum protects 
the normal skin against sunburn and the allergic skin 
against light allergy (solar urticaria, polymorphous 
light eruption, solar eczema). Since most ultraviolet 
lamps have their greatest output in the short and 
middle ultraviolet range, the psoralen-treated skin is 
almost impervious to their radiation. At the present 
moment, natural sunlight is the only source of energy 
that works well with the psoralens in treating diseases 
(vitiligo). 

The psoralens sensitize the skin to longer wave 
lengths (over 3200A) of light. This effect is being 
studied but its clinical usefulness has not been 
established. 

These agents do not appear to have any direct effect 
on the production of pigment. If a patient takes 8- 
MOP and is exposed to enough sunlight to develop a 
sunburn, he will of course produce melanin pigment. 
The brown pigment will result from the inflammatory 
effect of the burn, however, and not the 8-MOP. The 
true psoralen tan depends upon the retention of 
melanin and does not occur until the horny layer has 
been altered. Since the horny layer thickens and does 
not peel off, it holds the melanin that reaches the 
surface of the skin. There is aiso an accumulation of 
melanin in the basal cell layer of the epidermis. These 
accumulations of melanin in the skin produce the 
tanning. 


Clinical Use of 8-MOP 


The standard dose of 8-MOP is 20 mg. taken two 
hours before exposure to sunlight. Lower doses of 8- 
MOP will produce the same effect but the 20 mg. dose 
produces a faster reaction than low doses. More than 20 
mg. of 8-MOP should not be used because the skin be- 
comes too sensitive and severe burning may result. 

The psoralens sensitize the skin to sunlight for 
about four hours. There is some effect for eight hours, 
but the reaction before two hours and after four hours 
is weak. The greatest sensitivity occurs two hours after 
the drug is ingested. The most efficient schedule is one 
in which exposure occurs at this time. Bright sunlight 
at noon is the most potent radiation but sunlight at any 
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time of day will produce results. Even an overcast day 
is useful; if you can see shadows there is enough 
ultraviolet radiation to be effective. It is not necessary 
to develop redness in the skin to produce thickening of 
the horny layer. The greater the amount of light 
energy that enters the skin, the faster the changes will 
occur. However, the final result will be no different if 
suberythema doses of sunlight are used. 

Although there is increased sensitivity of the skin 
for about four hours after ingestion of the drug, the 
sensitivity to sunlight is unchanged during other peri- 
ods. The horny layer thickens in about two weeks and 
the patient will then be resistant to sunlight. This two- 
week period must be considered a rough average. The 
speed with which the protection develops depends 
upon the complexion of the patient (light-skinned 
individuals take longer than dark-skinned persons) ; 
the amount of sunlight (the closer you come to an 
erythema dose, the faster the reaction) ; and regularity 
of exposure (daily sunlight produces faster results 
than intermittent exposure). 

Many exposure schedules for the prevention of sun- 
burn can be used. The fundamental principle under- 
lying the use of 8-MOP is that the patient sensitizes 
himself with the drug and then exposes himself to sun- 
light for short periods (less than erythema dose) until 
he develops resistance. It is well to remember that only 
the skin exposed to sunlight becomes resistant. If a 
person exposes the arms and face to the sun then only 
the skin of the arms and face becomes resistant. 


SCHEDULES 


The following are several routines that may be used. 

The patient takes 20 mg. of 8-MOP two hours before 
he will be in the sun. In sensitive individuals or chil- 
dren the initial dose is 10 mg. Children are never 
given more than 10 mg. The safest way to regulate the 
dose of sun is to start with afternoon sunlight. Pre- 
suming that the patient works and will be home at 5 
p.M., he will take the 8-MOP at 3 p.m. At 5 p.m. he 
exposes all of the skin he wishes to make resistant. The 
patient should wear sunglasses during exposure to 
sunlight to prevent irritation of the eyes. The amount 
of initial exposure will vary with the strength of the 
sun and sensitivity of the individual. If he knows that 
30 minutes of 5 P.M. sunlight produces redness in his 
skin, then he should start with a five or ten minute 
exposure. If the patient can take several hours of 5 
p.M. sunlight without redness then the initial exposure 
should be 30 minutes. The initial exposure should not 
be more than 30 minutes and should be less than the 
amount that will cause redness in the patient’s normal 
skin, i.e., without 8-MOP. A good rule is, “start low and 
go slow.” 
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After exposing himself to the sun, the patient stays 
indoors until the effect of the psoralens has di .ap- 
peared (about four hours after the drug was taken). If 
the patient uses afternoon sunlight, he may go out 
again at sunset. 

If there is no redness from the initial exposure, the 
time in the sun is increased by five or ten minutes a 
day. The same effect can be obtained by keeping ex- 
posure time constant and taking the 8-MOP one hour 
earlier each day; exposure to sunlight always two 
hours after taking the 8-MOP. The most effective 
schedule would be to take the 8-MOP at 10 a.m. and use 
noonday sun. A patient who does not work may start 
by taking 8-MOP at 10 a.m. and sun at noon, but the 
initial exposure should be less (five to 15 minutes) and 
the patient must then stay out of the sun until the 
sensitizing effect of the 8-MOP (about four hours after 
taking the drug) is lost. 

A working person may take the 8-MOP earlier on 
weekends and increase the effect this way. 

All increases in exposure should be gradual to 
avoid burning. If a sunburn occurs at any time, the 
exposure to sunlight should be reduced. 

After about two weeks of daily exposure (or 14 non- 
consecutive exposures) the average person will be re- 
sistant to sunburning. The 8-MOP may then be 
stopped and the resistance will last the rest of the 
summer. If the patient is very sensitive to sunlight it is 
best to continue the 8-MOP for four to six weeks. 
Termination must be based on reactions. 

This schedule is a conservative one. Patients with 
normal sensitivity to sunlight may increase their ex- 
posure more rapidly. Patients who are very sensitive or 
allergic to sunlight should be more cautious. For 
example, a very allergic patient was started on an 
exposure of one minute of 5 P.M. sunlight. 


Tanning 


It is possible to develop protection against sunburn 
without any tanning. Some patients will have a little 
tan (depending on individual reaction and amount of 
light energy entering the skin) when resistance de- 
velops. A deep tan will develop if the patient con- 
tinues to take 8-MOP with prolonged exposure to sun- 
light. Except for its psychologic effect, a suntan has no 
proved therapeutic value. The use of 8-MOP to pro- 
duce tanning will depend on the views of the in- 


dividual physician. 


Side Reactions and Contraindications 


Nausea, dizziness and mental excitation are the most 
common side effects. Some patients who are unable to 
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tolerate 20 mg. will tolerate 10 mg. This dose produces 
the same effects but more slowly. 


Liver DAMAGE 


No detectable change appears in liver function tests 
when 8-MOP is given to normal individuals. Elliott 
showed that 8-MOP appears to harm persons with ab- 
normal liver function tests. It should not be given to 
patients with abnormal liver function tests or patients 
who have liver disease or who have had jaundice. 


PREGNANCY 


I personally believe that 8-MOP should not now be 
given to pregnant women. It probably is harmless but 
its safety has not been established. 


Lupus ERYTHEMATOSUS 


Lupus erythematosus (discoid and disseminated) 
should not be treated with 8-MOP at this time. This 
chemical may be helpful, but the possibility of exacer- 
bation and other side effects will have to be carefully 
evaluated. Moreover, patients with disseminated lupus 
erythematosus should avoid exposure to sunlight un- 
der all circumstances, since such exposure may provoke 
an exacerbation of the disease. 


PRECIPITATION OF LIGHT ALLERGY 


While 8-MOP can protect patients with definite 
light allergy, it may precipitate light allergy in 


susceptible individuals. 8-MOP should be used with 


Leon G. Smith, M.D. 
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great caution in patients who have blood relatives with 
light allergy (lupus erythematosus, porphyria, poly- 
morphous light eruption or solar eczema). When a 
patient describes a peculiar reaction to sunlight— 
redness of butterfly area, transient hives, headache, 
upset stomach—8-MOP should not be given. 


PHOTOSENSITIZERS 


The following should be avoided by patients who 
are using 8-MOP. 

External application or contact with: (1) perfume; 
(2) commercial suntan preparations; (3) sulfonamide 
ointments; (4) coal tar ointment; and (5) excessive 
contact with green plants (particularly meadow grass 
or lime). 

Internal use of: (1) sulfonamides; (2) sulfonamide 
derivatives used as oral antidiabetic medication; (3) 
phenothiazine derivatives (certain antihistamines and 
tranquilizers) ; and (4) gold. 

No preparation with any photosensitizing capacity 
should be used in combination with 8-MOP. 


ACCIDENTAL OVERDOSAGE 


If a patient or child has accidently taken more than 
20 mg. of 8-MOP, vomiting should be encouraged. The 
individual should be kept in a dark room for eight 
hours or until any cutaneous reaction subsides. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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Obstetric hemorrhage is the major cause of maternal death. 

In the antepartum period, the common causes are placenta previa 
and premature separation. Further, severe premature separation— 
abruptio placentae—is accompanied by the threat of serious 
coagulation defects. The plan of action must include avoidance 

of vaginal or rectal examinations unless it is necessary to take 
immediate steps against uncontrollable bleeding. In placental 
separation, rupture of the membranes is essential. Vaginal delivery 
is usually possible. Prompt recognition of fibrinogen deficiency, 


and its replacement, are mandatory. 


The Management of Antepartum Bleeding 


RALPH C. BENSON, M.D. 


Department of Obstetrics and Gynecology, University of Oregon Medical School Hospitals an Clinics 


Portland, Oregon 


THE INSTANT a woman becomes pregnant, she is auto- 
matically a candidate for death from hemorrhage. We 
can be certain that someday—during the course of 
each gestation—every woman will bleed. Which 
gravida will experience slight bleeding and which will 
bleed excessively is a matter of conjecture, however. 
In any event, we must be prepared for possible hem- 
orrhage in all obstetric patients. 


Major Cause of Death 


Physicians are concerned with safe deliverance of 
mother and baby. Our problem is not simple. Obstet- 
ric hemorrhage has become the major cause of maternal 
death and is prominently related to disability also. In 
addition, it is a significant factor in fetal mortality and 
morbidity. 

It is logical, then, to say that a doctor who is re- 
sponsible for even one obstetric patient has the threat 
of an antepartum hemorrhage and the obligation of its 
management hanging over him. He could avoid the 
problem of diabetes in pregnancy, for example, by 
simply referring diabetic patients elsewhere for care. 
But there is no way that he can escape the possibility 
of antepartum hemorrhage—because this gives no 
warning. Antepartum bleeding, then, is an ominous 
sign which generalists and obstetric specialists alike 
must soberly consider. 
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Common Etiologies 


The most common causes of serious antepartum 
bleeding are placenta previa and premature separation 
of the normally implanted placenta. Bleeding in the 
last trimester may be an indication of a blood dyscrasia 
or ulcerative lesions below the internal os of the cervix, 
such as an infected cervical polyp, cervicitis or car- 
cinoma. 

One must distinguish between placenta previa or 
premature placental separation on the one hand, and 
other less critical causes of bleeding on the other. 
Abruptio placentae is the term reserved for gross sep- 
aration of the afterbirth with retroplacental and de- 
cidual hemorrhage. Because this is so serious, it is 
generally considered separately. A differential diag- 
nosis in bleeding problems is not always easy, but 
one can usually be established—if we have a plan of 
action. However, the diagnosis alone, without due con- 
cern for the ultimate survival of the mother and child, 
may be purely academic. The result can be an empty 
victory—especially if the baby dies or the mother loses 
her uterus as a result of haste or ineptitude. 


Diagnosis—The Vaginal Examination 


Two schools of thought have developed with regard 
to the diagnosis of third trimester bleeding. These are 
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the radical which requires immediate vaginal exami- 
nation of virtually every patient and the conservative 
which imposes a regimen of study, purposeful delay 
for adequate preparation of the patient, and finally, 
pelvic examination under the best auspices. We favor 
the latter, which in our hands, has proved superior to 
bold, reckless and ill-planned interference. 

The extreme hazard of uncontrollable uterine hem- 
orrhage in the third trimescer patient has led to our 
insistence that mo rectal or vaginal examination be 
done in the home or office. Ambulance transfer of such 
women to a hospital for evaluation and treatment is 
now possible in practically every community without 
undue cost or delay. Initial short cuts such as a “gentle 
rectal check”? have been known to result in critical 
bleeding. Too, they give only fragmentary and un- 
reliable information which must be reviewed later. 

It is our experience that 90 per cent of all patients 
who experience antepartum bleeding will spontane- 
ously cease to bleed within 24 hours—?f internal 
examination is avoided and strict bed rest is provided. 
During this period of observation, blood typing, 
matching and supportive therapy should be instituted, 
and an adequate examination then accomplished 
under the most favorable conditions (Figures 1 and 2). 


Placenta Previa 


Placenta previa occurs once in approximately 250 
pregnancies. It must be suspected whenever painless 
vaginal bleeding is noted during the latter part of 
pregnancy (Figure 3). If the baby is near term, or if 
profuse or persistent hemorrhage occurs before or 
during labor, a vaginal examination (under the tradi- 
tional “double setup” with the operating room readied 
for possible Cesarean section) is mandatory—after 
observation and blood replacement therapy. If a com- 
plete or extensive partial placenta previa is found, 
particularly in a primigravida, a Cesarean section 
should probably be accomplished at once. A classical 
entry, rather than the lower segment approach, is 
best. The placenta must not be initially lacerated at 
surgery, or mother and baby may lose excessive 
amounts of blood in a matter of minutes. If no placenta 
is felt, but an undiagnosed invasive cervical cancer is 
confirmed, a low cervical Cesarean section is indicated. 

Where a low-lying placenta is implanted posteri- 
orly, as for example, near the projection of the sacral 
promontory, the presenting part may remain unen- 
gaged near or at term. This suggests disproportion, of 
course. In such cases, it is as important to check for 
entry of the presenting part into the inlet by the Hills’ 
maneuver as to note the inferior margin at a “double 
setup” vaginal examination. Often, the cervix need 
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THIRD TRIMESTER BLEEDING (More than simple “spotting’’) 


HOSPITALIZE AT ONCE | Preferably by ambulance 


AT HOME 


PUT AT COMPLETE BED REST—FLAT IN BED 


Abdominal examination 
NO rectal examination 
NO vaginal examination 
Cross-match; and hold 


Clear liquid diet only 
Mild sedation if necessary 
Close observation for 
increasing or decreasing 
signs and symptoms 


(Over 90 per cent of THIRD TRIMESTER BLEEDING, no motter what the couse, will coose 
completely in 24 hours on bed rest clone.) . 


PAINLESS UTERINE BLEEDING 


Bleeding Bleeding stops 
No examination 
Observe 24 hours 


No labor 


X-ray 


Sterile Vaginal 


Marginal placenta previa 
in multipare 


Rupture membranes 
Pitocin 
Willett’s 


a 1. NO rectal examination 
2. NO vaginal examination 
3. NO packing 
Figure 1. 
5. 
3. 7. 
4. 
blood ready constantly 
Figure 2. 
e 
3 
24 hours 
+ 
it Btorile Vaginal “Double Setup” 
l, / Severe / 
y hemorrhage end/ 
No previa forceps 
\ Poly, | 
‘ \. Cancer cervicitis 
e Figure 3 a 
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not be penetrated, inasmuch as one can palpate 
through the thinned lower segment. If the presenting 
part will enter the pelvic brim with fundal pressure, 
and the placenta does not seem to be near or over the 
os, the membranes should be ruptured and vaginal 
delivery anticipated. When the head, during the test, 
remains high with or without brisk bleeding, Cesarean 
section must be seriously considered. If the patient is 
not due, further observation and a later decision is in 
order, especially when bleeding ceases after rest in bed. 

The Voorhees bag or Willett’s scalp-traction forceps 
should rarely be employed. In multiparous patients in 
good labor, perhaps with fetal death in utero, these 
devices may be applicable—but only after rupture of 
the membranes. A pitocin drip should not be used in 
such cases, even if labor is desultory because of the 
danger of amnionic fluid embolus. 

Frequently, nothing will be found to explain the 
bleeding. Occasionally, only a cervical polyp or cervici- 
tis will be discovered. When indicated, appropriate 
local therapy and/or vaginal delivery is then accom- 
plished. Intermittent slight bleeding, especially by the 
patient not in labor, requires observation, x-ray 
placentography and a vaginal evaluation (also by the 
‘double setup”) after 24 hours. During this time, 
transfusion and other adjunct therapy will improve 
the patient’s status. 


PAINFUL UTERINE BLEEDING 


Grade | External bleeding present 


Uterine tetany -+- 


Mending 
Uterine tetany, tenderness 
No maternal shock 
Fetal distress or death 


Often 


Grade | External bleeding 
Uterine tetany marked 
Maternal shock 

Fetal death in utero 


Coagulation defect often 


say, 


We find that three out of five cases of placenta 
previa can be delivered vaginally with safety. Our 
choice is pudendal block anesthesia, if this is ai all 
feasible. (Spinal or caudal anesthesia may be employed 
if bleeding, hypotension or anemia are not marked.) 

Serial hemoglobin determinations will be required 
on the infant to make certain that the child has not 
bled severely. 


Premature Separation of the Placenta 


Premature separation occurs in about 2 per cent of 
pregnancies. The most serious variety, abruptio 
placentae, is classically associated with painful uterine 
bleeding when the hemorrhage is largely or totally 
concealed. This occurs in almost one-fifth of cases of 
premature placental separation. Tragically, the baby 
may die in utero. The gravida, because of uterine 
atony and hemorrhage, may develop severe shock and 
a blood coagulation defect. Hence, it is best to consider 
three grades of abruptio designated by the severity of 
the symptomatology (Figure 4). 


DEGREES OF ABRUPTIO PLACENTAE 


An estimate of the magnitude or grade of abruptio 
placentae is of great value in prognosis and therapy. 
Grade I implies external bleeding but slight if any 


Abruptio Placentae 


Grade Il 
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increased uterine tone. Minimal uterine tenderness is 
reported, yet there is no suggestion of shock. The 
fetal heart is regular and of average rate. If the patient’s 
condition does not deteriorate, the outlook for the 
mother and child is excellent and vaginal delivery is 
likely. Rarely does Grade I progress to Grade II, we 
have observed. 

Grade II includes uterine tetany and considerable 
uterine tenderness, with or without external bleeding. 
But, signs of maternal shock are still not apparent. 
Fetal distress is obvious, however, or the child may 
have already succumbed to oxygen deprivation. The 
vaginal route should be chosen if delivery is imminent, 
especially if the baby has died. Infrequently, Cesarean 
section may be justified on a fetal indication. Grade II 
often increases in severity to become Grade III. 

Grade III indicates that the mother is in shock, with 
or without external hemorrhage, and the baby is in- 
variably dead in utero. A ligneous, very tender uterus 
is to be expected and a blood coagulation defect is 
very possible. 

In Grade I abruptio placentae then—particularly 
when the woman is not in labor—watchful expectancy 
should be the rule. Bleeding often ceases after a short 
time. The patient may go to term or continue suf- 
ficiently long to develop a more mature child. The 
chance of survival of such a baby will be infinitely 
better than had a more radical attitude been initially 
chosen and delivery demanded. 


Meruop oF DELIVERY 


By and large, patients with all grades of abruptio 
placentae should be delivered from below. The ex- 
ceptions are women with Grade II abruptio where 
the baby’s heart beat is still present and Cesar- 
ean section is in anticipation of a child that is not 
seriously compromised and will probably live. On 
other more rare occasions, and in Grade III abruptio 
cases involving a primipara, Cesarean section is justi- 
fied—despite fetal exodus— when delivery is unlikely 
to occur in a reasonable time. In our clinic, this is 
interpreted as being within six hours. Intramyo- 
metrial bleeding resulting in a so-called Couvelaire 
uterus, and postpartum hemorrhage due in part to 
atony, may even require removal of this organ, but 
never before the coagulation mechanism is restored. 
Surprising to say, when clotting is again normal, 
hysterectomy may not be necessary. 

Rupture of the membranes. This is done to: (1) 
reduce intrauterine tension, (2) limit bleeding from 
the placental site and (3) initiate or speed labor. It 
is the keystone in the management of virtually all 
patien's with premature placental separation, whether 
vagina! or transabdominal delivery is contemplated. 
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Coagulation Defects 


Only about 5 to 8 per cent of abruptio cases become 
acute clotting deficiency problems, but these are 
critical. In severe cases of placental separation the 
patient’s blood clotting ability must be checked 
repeatedly. 

The pathology of abruptio placentae and its asso- 
ciated coagulation defect involves effusion of blood 
into the decidua basalis (Figure 5). A retroplacental 
hematoma then forms. Injury to vascular endothelium 
and the decidua develops a wettable surface within 
and about the vessels affected. Blood platelets are 
deposited in clumps at the sites of damage. These 
platelets then disintegrate, due in part to the labiliza- 
tion effect of thrombin and to tissue enzymes, to form 
a so-called platelet lipoid moiety. The plasma next 
supplies certain protein factors (antihemophilic globu- 
lin; plasma thromboplastin antecedent ; plasma throm- 
boplastin component; Stuart factor; Hageman factor 
and others) that react with the platelet lipoid moiety 
to produce intrinsic thromboplastin. This, together 
with accelerin, calcium and prothrombinase, produces 
thrombin. Thrombin and fibrinogen then yield fibrin, 
and a true, firm clot is formed. 

In severe abruptio placentae (Grade III and pro- 
gressive Grade II cases), decidual and placental tissue 
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ABRUPTIO PLACENTAE—PATHOPHYSIOLOGY 


* 
Fetal injury 
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Figure 5. 
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This must precede all operative procedures, s.ve 
rupture of the membranes. It requires the following 
laboratory determinations: clotting time (Lee-White), 
measurement of the clotting time with the addition of 
a e human thrombin (e.g., Fibrindex®) to the patient’s 
Ann plasma, and finally, the quantitative fibrinogen determi- 
; nation. (This is a definitive but time-consuming gravi- 
metric laboratory procedure that is not often available, 
save in large medical centers.) Normal fibrinogen 
level in pregnancy is 400 to 550 mg. per 100 ml. The 
critical level of plasma fibrinogen below which clotting 
will be impaired is 100 mg. per 100 ml. 

Bank blood contains “denatured” fibrinogen, so 
this blood will not serve for transfusions. Even if 
direct transfusions were a practical source of fibrinogen 

3 in abruptio placentae, overwhelming amounts of fresh 
x . blood would have to be given. Hence, the need for 
readily available, concentrated fibrinogen. 
Tissve destruction ; Pitocin should not be administered antepartum to 
patients with premature separation of the placenta. 
This drug increases the chance of escape of toxic 
products and will increase hypofibrinogenemia. More- 
over, it may also cause amnionic fluid embolus. 
In Grade II and Grade III abruptio placentae: 
1. Rupture the membranes promptly. 
_—. 2. Replace blood lost through a large needle (#16 
thromboplastin is released in massive amounts from or #18). 
the placental site. This greatly augments or, in a sense, 3. Administer up to 5 Gm. Red Cross Blood Bank 
substitutes for intrinsic thromboplastin to cause sud- fibrinogen or Parenogen intravenously. (This will 
den and extensive intravascular clotting. (Actually, control most cases of deficient coagulation. Ten 
this constitutes a short-circuit or short cut for the Gm. will fully restore clotting in the great 
usual steps in blood clotting (Figure 5, arrow). Multiple majority of patients with hypofibrinogenemia. 
fibrin embolization then ensues and the maternal An occasional patient may develop viral hepatitis, 
blood is partially and at times critically defibrinated but this calculated risk must be accepted in an 
(Figure 6). Localized and generalized hemorrhage emergency.) 
may proceed to shock, acute renal insufficiency and 4, Order Vitamin K, 50-100 mg. administered in- 
maternal death. travenously. 
The life of the fetus depends upon the extent of 5. Prescribe hydralazine, 25 to 40 mg. by intravenous 
premature separation of the placenta and the magni- drip, to reduce renal cortical ischemia. 
tude of the maternal complications (Figure 6). The 6. Avoid Cesarean or elective instrumental vaginal 
baby will often suffer from hypoxia. If severe or pro- delivery until clotting is normal. 
longed, permanent damage or fetal exodus will result. If such a program is disregarded, and hasty surgery 
or delivery is chosen instead, the baby may succumb to 
trauma or prematurity. And the baby’s mother may 
Prompt recognition of fibrinogen deficiency and bleed to death or may die later, despite valiant sup- 
restoration of the clotting mechanism is mandatory. _ portive measures. 


DIAGNOSIS AND TREATMENT OF CLOTTING DEFICIENCIES 
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The allergic syndromes of childhood—eczema, urticaria, 
croup—seem to develop into the more severe 

and disabling allergic forms—severe rhinitis, asthma— 
when treatment is not begun early. A careful family 
history will often provide the clue toa diagnosis of allergy. 
Desensitization or immunization at that stage may help 
prevent serious disease in adulthood— 

particularly atopic asthma and its chronic complications. 
While awaiting complete desensitization, 

there are many useful forms of antihistamine therapy 


ciDiahaiiniibs that may be individualized for each patient. 


A FAMILIAL PATTERN of hypersensitivity is usually re- 
vealed when a clinician probes into the history of a 
patient with allergic disease. There is often a signifi- 
cant sampling of blood relatives with histories of ecze- 
ma, nasal or sinus allergy, croup, chronic allergic 
bronchitis, bronchial asthma or combinations of these 
clinical entities. 


The Pattern of Allergic Disease 


Patients do not “outgrow” their allergies, but rather 
tend, in altogether too high a percentage of cases, to 
“outgrow” an infantile phase of allergic disorder and 
subsequently “grow into” a more severe form. The 
allergic pattern response reveals that each clinical 
entity observed depends upon the shock organ in which 
the antigen-antibody reaction is taking place. In early 
life (infants and very young children), the shock or- 
gans most frequently involved are the skin (hives and 
eczema) and the mucous membranes of the upper re- 
spitatory tract (nasal allergy and croupy bronchitis). 
Later in life, in the adolescent or adult allergic state, 
nasal involvement (rhinitis and polyposis), and more 
frequently lung involvement (chronic bronchitis, asth- 
matic bronchitis and bronchial asthma), are observed. 
In the geriatric group, again the lung is the more com- 
mon response focus. Advanced forms of disease, and 
complications such as emphysema and bronchiectasis, 
are often seen. 


The Treatment Problem 


The cardinal rule in patient management remains 
that the cause of the allergic disease be discovered and 
temoved. This simple solution of the problem is un- 
fortun:tely not always possible. It then becomes neces- 
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sary, in the treatment of such patients, to desensitize 
them to the offending allergens, while waiting for im- 
munity to develop. Supplementary therapy is then 
needed. No single therapeutic agent will suffice, but 
rather a group of therapeutic measures must be em- 
ployed. This supplementary medication may include a 
variety of agents, from anodynes to tranquilizers, as 
the patient’s needs are discovered. Antihistamines are 
generally prescribed, too often with nonspecific clinical 
results. It is far more rewarding to utilize drugs that 
are designed for specific therapeutic purposes. 


Illustrative Cases 


The following cases illustrate the harmful effects of 
neglecting early allergic symptoms. Over a period of 
years, neglect leads to more complicated forms of 
allergic disease that become disabling. 

Case 1. R.H., a 10-year-old boy, first came to this 
office at the age of 34% years, at which time he pre- 
sented all of the classical symptoms of severe bronchial 
asthma and chronic infectious asthma. 

Family history recorded that the mother, D.H., had 
been a patient in this office and had been treated for 
pollen hay fever. There is a history in the mother’s 
family of hay fever and asthma on both her maternal 
and paternal sides. 

The past history of the son, R.H., revealed that 
shortly after birth he developed a croupy cough, runny 
nose and atopic eczema. The child was treated by 
many local physicians, including a dermatologist and 
pediatricians. In each instance the mother was assured 
that the child would eventually “outgrow” these con- 
ditions. Notwithstanding the family history, at no time 
had an allergic diagnosis been established and sub- 
sequent allergic management instituted. 
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For the past six years the child has been treated for 
a combined dust, mold, bacterial and pollen allergy. 
The skin has cleared remarkably well. The runny nose 
has completely disappeared. The signs of croup and 
early bronchial asthma have also been eliminated. 

This case history clearly reveals a familial pattern 
of allergy. Yet an infant who had presented all of the 
earliest signs of allergic disease was improperly diag- 
nosed and inadequately treated until the age of 344. ~ 

Case 2. E.C.B., a 7-year-old boy, was first seen in 
December, 1957, with a history of chronic bronchitis. 
There had been severe colds and respiratory infections, 
necessitating hospitalization two or three times per 
year for the past four years. 

Family history revealed that the mother had tree 
pollen hay fever. There were several maternal uncles 
and aunts and one grandparent with a history of 
allergic disease. 

As an infant, age 6 months, he had atopic eczema 
behind the ears and on the elbows that persisted for 
the next four years. Notwithstanding a familial history 
of allergic disease on the maternal side, eczema that 
appeared at age 6 months and lasted beyond age 4 
years, plus a history of recurrent croup and bronchitis 
necessitating periodic hospitalization for the past four 
years, the child’s bronchial asthma remained causa- 
ively undiagnosed and conséquently inadequately 
treated until he was 7 years old. 

Here again we can establish a familial pattern, yet 
recount frequent efforts at treatment on a purely symp- 
tomatic basis. Failure to establish an allergic diagnosis 
was one of the factors responsible for the subsequent 
development of a more severe form of allergic disease. 

Case 3. G.F.R., a 31-year-old woman, first came to 
the office in April, 1958. There was a history of eczema 
and croup as an infant, subsequent hay fever and nasal 
allergy as a youngster, and the recurrence of eczema 
at age 17. Subsequently she developed asthma with 
repeated episodes of sinus infection at age 22. This 
patient has been a severe asthmatic these past nine 
years with flare-ups of asthma and eczema following 
upper respiratory infections. 

Family history reveals eczema, asthma and hay fever 
in the maternal line. She has been treated by many 
physicians, but has never been seen previously by an 
allergist. 

On the basis of a comprehensive allergic work-up, 
several offending allergens have been removed from 
the diet and an immunization program has been under- 
taken. In the short time since treatment has begun, 
this patient has experienced an appreciable change in 
the texture of her skin. There has been a notable 
absence of any allergic symptoms. 

Case 4. G.L.D., a 20-year-old man, first was seen in 
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atopic eczema that had persisted from the age of 2 
months until the present time. At age 5 he developed 
his first symptoms of nasal allergy; and at age 10 cle- 
veloped the first symptoms of chronic bronchitis with 
occasional episodes of mild asthma. During the last 
two years he has had more frequent episodes of asthma. 

Family history revealed a history of allergic disease, 
both in the maternal and paternal lines. He had been 
under management of dermatologists for his eczema 
since infancy. His other allergic symptoms and asthma 
were under the care of local family physicians during 
all this period of his life. His first visit to our oflice 
was his first to an allergist. Comprehensive allergic 
diagnostic studies revealed a multiplicity of causative 
allergens. The combination of dietary restrictions, plus 
an immunization program for his pollen allergens, has 
produced the first favorable change in skin texture 
and the elimination of his asthmatic seizures. 


Management 


In each of these case histories, there was a family 
history as well as a personal history of allergic disease 
that had been undiagnosed. Failure to make this diag- 
nosis resulted in a more severe form of allergic disease 
as the infant grew into the child, the child into the 
young adult, and the young adult into the mature 
adult. In each instance, had proper treatment been 
instituted, the more severe form of allergic disease 
might have been minimized. 


Antihistamines 


While waiting for benefits to be derived from either 
eliminating the offending allergen or initiating the 
immunization program, temporary medication is indi- 
cated. An antihistamine is perhaps the most beneficial 
agent during this period. 

Tripelennamine (Pyribenzamine) was. one of the 
earliest antihistamines introduced to the profession 
and it remains an effective one. The principal unde- 
sirable side effect of this drug is drowsiness. The com- 
bination of tripelennamine with an analeptic agent 
that might offset its soporific reaction seems logical. 
This desirable combination is provided with tripelen- 
namine and the central nervous stimulant, methyl- 
phenidate hydrochloride, and is known as Plimasin. 

Tripelennamine, with or without methylphenidate, 
was prescribed for 159 patients. It has been shown to 
have adrenergic action that should afford a clinically 
valuable synergism between it and any other adrenergic 
type of agent. Methylphenidate by itself exerts a lim- 
ited degree of antiallergic action. Thus, when com- 
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bined, the resulting therapeutic agent can be admin- 
istered with a decrease in the conventional dosage of 
the antihistamine drug. The customary dosage of 50 
mg. tripelennamine may be reduced to 25 mg. without 
loss of clinical effectiveness. The psychomotor stimu- 
lant in a 5 mg. dose is desirable for allergic patients, 
many of whom are depleted of their “joie de vivre” 
by the annoying and often exhausting toll taken by 
their allergic symptoms. 

Tripelennamine was also used in a sustained release 
dosage form for prolonged action during the sleeping 
hours. The total amount of the drug in this form is 
100 mg. 

The need for an around-the-clock schedule of medi- 
cation for the patient distressed with hay fever is 
evident. In these patients, the new combination was 
prescribed one tablet after breakfast and one tablet at 
2p.m. The sustained release tablet, containing only 
tripelennamine, was given at bedtime. Excellent to 
good protection was the result. This dosage schedule 
was instituted in 80 of the 159 cases. 

In asthmatic patients it was possible, toa considerable 
degree, to manage the patient and prevent or abort 
mild asthmatic seizures with still another member of 
the tripelennamine family. Tripelennamine (25 mg.) 
and ephedrine sulfate (12 mg.) are conveniently com- 
bined in a single dosage form. It must be cautioned, 
however, that this regimen is most effective in cases 
of atopic pollen asthma and should not be recom- 
mended to patients who are experiencing episodes of 
cardiac or infectious asthma. 

"A total of 92 patients were given this medication: 
When the earliest warnings of wheezing were manifest, 
these patients were placed on the tripelennamine- 
ephedrine schedule, four to six tablets a day during 
their specific pollen season. The clinical results obtained 


in this group and in the preceding series are shown in 
Table 1. 


Conclusions 


In this presentation, I have emphasized two facets 
of the allergic “family.” The first is concerned with 
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CLINICAL EFFECTIVENESS 


Drug Daily 


Diagnosis Prescribed Dosage 


No. of cent 
Patients Improved 


Nasal allergy Tripelen- 1 tablet after 79 
acute—sea- namine 
sonal + Methyl- 
chronic—  phenidate 
perennial 
pollen hay 
fever 


Tripelen- 
namine in 
the sus- 
tained re- 
lease form 


Tripelen- 
namine + 


Ephedrine 


Atopic (pollen) 
asthma 


71.9 


etiology, the second has to do with treatment, particu- 
larly as it involves the use of antihistamines. 

Just as one must keep in mind the importance of 
the family history in evaluating a possible allergic 
background, so one should utilize a family of anti- 
histamine forms, each member of which is selected for 
its particular properties. 

To ignore the signposts in a family history that point 
to allergy, and to treat symptomatically without calling 
upon the resources of methods of exact allergic diag- 
nosis, can only lead to future disability. And to pre- 
scribe an antihistamine without taking advantage of 
the varying attributes of different members of the 
therapeutic family is to court disappointment. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


1 tablet at 80 76.6 
bedtime 
‘ 
a | 
Table 1. 
J 
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Can the General Practitioner 
Do Psychotherapy? 


PHILIP F. D. SEITZ, M.D. 


Institute for Psychoanalysis 
Chicago, Illinois 


To do successful psychotherapy, the physician must 
enjoy sitting quietly and listening. He should 
himself be free of serious psychologic problems. 
Further, he should obtain special supervision 
and training. The patient’s problem should be 
primarily current and situational. 
Psychotherapy should not be attempted 
by the generalist in serious emotional illness, 
or in children. Finally, the technique 
should not be deeply penetrating. The generalist’s 
principal field of effectiveness is support. 
To uncover old, deeply repressed conflicts 
. ts to court disaster. 
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CAN GENERAL PRACTITIONERS DO PSYCHOTHERAPY ? 

In this discussion, psychotherapy means. thera- 
peutic interviewing—talks between the doctor and 
patient in which the doctor tries to help the patient 
gain relief from emotional problems. 

If psychotherapy were no more than the intuitive 
art and “bedside manner” that it once was, there 
would be no question that all physicians could practice 
it—ethically if not effectively. But psychotherapy has 
become more than an art. It is now a great deal 
more than the power of a doctor’s personality to in- 
fluence patients to give up their symptoms—it is more 
than the kindliness, wisdom and sympathy of the old 
family doctor. 

Psychotherapy has become a science with an estab- 
lished body of knowledge sufficiently comprehensive 
that it now requires years of study to master its prin- 
ciples and techniques. Can the general practitioner 
learn enough about the science as well as the art of 
psychotherapy to include this form of treatment among 
his services to patients? I believe the answer to this 
question is a qualified “tyes.” 

This report will illustrate the important qualifications 
that determine whether and to what extent a general 
practitioner can do sucessful psychotherapy. These 
qualifications fall under three principal headings: the 
doctor, the patient and the type of psychotherapy to 
be used. 


Qualifications of the Doctor 


The physician must first ask himself this question, 
“Do I enjoy helping people with their emotional 
problems, or is it a burden for me to provide this kind 
of service to patients” ? 

It is doubtful whether a physician could do a good 
job of psychotherapy if he despised what he was do- 
ing. On the other hand, some general practitioners may 
find this kind of work very burdensome because of 
inexperience. Since we enjoy doing what we do well, an 
inexperienced psychotherapist could hardly be ex- 
pected to find full satisfaction from this work until 
he had gained skill and confidence. 

Nevertheless, some physicians will disqualify them- 
selves from doing psychotherapy because they actually 
find this type of service disagreeable. This is neither 
surprising nor reprehensible. There are also physicians 
who find surgical operations, delivering babies or 
treating children disagreeable. The physician is not 
obliged to treat emotional disorders himself. However, 
he should be able to recognize such conditions and 
recommend referral to a physician who can help the 
patient with these problems. When a physician has an 
aversion to the emotional problems of his patients, he 
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must be doubly cautious not to permit this feeling to 
interfere with his recognition of these disorders. 


MoTIVATION 


Not every physician who enjoys doing psychotherapy 
is qualified to practice it. Occasionally a physician will 
be motivated to treat the emotional problems of his 
patients because such treatment provides an oppor- 
tunity to be authoritative and paternal and to bolster 
his own ego through manipulating and controlling the 
lives of others. Unfortunately, the physician who 
practices psychotherapy for these reasons usually does 
not recognize such motivations in himself. 


PeRSONAL CHARACTERISTICS 


Two very practical and important questions about 
the doctor’s qualifications for doing psychotherapy are 
these: Does he enjoy listening, and can he sit fairly 
still for as long as an hour? Some physicians become 
restless and uncomfortable if they must sit quietly in a 
chair for a very long time, as one must during psycho- 
therapeutic interviewing. Others have difficulty in 
listening attentively to more than a few minutes of a 
patient’s conversation. Doctors who have these diffi- 
culties will probably not be able to do psychotherapy 
successfully. Tense, restless, supercharged physicians 
must usually leave psychotherapeutic work to more 
relaxed colleagues. 

The illustrative clinical material which follows is 
drawn from cases of skin diseases. However, the exact 
presenting symptom in these patients is less important 
than the emotional problems underlying them. Many 
other varieties of somatic symptoms could result from 
the same emotional tensions. For example, the system 
review in all of these cases revealed psychophysiologic 
reactions in other organ systems, as well as in the skin. 
The cutaneous disorder was merely the chief complaint, 
or presenting symptom, in these patients. The same 
principles of psychotherapeutic management would 
apply, regardless of the organ system in which the 
presenting symptom occurred. 

Case 1. A young doctor wished to learn some psycho- 
therapeutic techniques. The author agreed to instruct 
him. He was a conscientious and sincere physician who 
seemed well motivated to learn psychotherapy. How- 
ever, he was an extremely kinetic, talkative and 
energetic person who was known among his colleagues 
for his characteristic dashing about the hospital and 
general push of activity. In conversations he was very 
spontaneous and interesting but did much more talking 
than listening. In social gatherings he was typically the 
“life of the party.” He was assigned a patient with 
circumscribed neurodermatitis whom he was to inter- 
view for one hour once a week. The author went over 
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his notes with him after each psychotherapeutic session. 
He lasted for only three interviews. During the first 
interview he was fairly comfortable because the time 
was spent in obtaining a past personal history, which 
gave him an opportunity to ask questions. He became 
restless and bored during the second interview, when 
the patient did most of the talking. He found that the 
only way he could tolerate sitting quietly for so long 
was to engage the patient in chatty conversation. In 
the third interview he tried very hard to sit back and 
listen, but as the hour went on he became more and 
more agitated for want of some kind of physical 
activity. He found himself drumming his fingers on the 
desk, which caused the patient to block. At the end of 
the interview, he told the author that he would have to 
postpone his hopes of becoming a psychotherapist 
until he could learn to relax. 

This example illustrates how some physicians, 
despite a deep and sincere wish to help patients with 
their emotional problems, may be unable to do so be- 
cause of constitutional and characterologic factors that 
make psychotherapeutic interviewing intolerable for 
them. 


Tue Puysictan’s ANXIETY 


Another problem is that some physicians become 
anxious when patients tell them intimate details about 
their lives. This may result partially from inexperience 
in interviewing patients psychotherapeutically, or it 
may represent a specific emotional sensitivity in the 
physician. If, after he has gained experience in doing 
psychotherapy, the physician still finds himself anxious 
during interviews with patients, he may have to forego 
this work. There is a humorous but appropriate apho- 
rism in psychiatry that “Psychotherapy isa relationship 
between two people, one of whom is anxious, preferably 
not the therapist.” 

If a physician attempts to do psychotherapy, his own 
life situation should be sufficiently rewarding and 
gratifying that he is not consistently preoccupied with 
worries, anxieties and conflicts of his own. If he were 
so preoccupied, he might use his psychotherapeutic 
relationships with patients to provide the personal 
satisfactions that should arise from nonprofessional 
sources. To practice psychotherapy successfully, the 
physician should be relatively free from serious psy- 
chologic problems himself. 

Psychiatrists frequently include as part of their 
training a personal psychotherapeutic or psycho- 
analytic experience. As more and more physicians who 
are not psychiatrists begin to practice psychotherapy, 
they will find that the psychotherapist must under- 
stand himself before he can successfully understand 
and help his patient. 
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Case 2. A young doctor expressed unusual under- 
standing of the emotional problems troubling a middle- 
aged, lonely man with generalized neurodermatitis. 
He was encouraged by the author to try to help the 
patient by means of supervised psychotherapeutic 
interviews. The doctor was very young and inexperi- 
enced but was a moderately relaxed and reflective 
person. During initial interviews with the patient he 
became uneasy about the responsibility he was assum- 
ing in relation to this homeless, friendless man, and 
some anxiety developed about the patient’s growing 
fondness for him. Discussing the case with the author 
reassured him (partly through sharing of the responsi- 
bility), and he continued to see the patient for weekly 
psychotherapeutic interviews over a period of several 
months. He was a good listener and would sit back 
in his chair, meditatively puffing on his pipe as the 
patient did most of the talking. The patient made a 
rapid recovery from his cutaneous disorder and moved 
back gradually into the stream of life. 

This example illustrates how even a very young and 
relatively inexperienced physician was able to employ 
psychotherapy successfully, despite some initial anxi- 
ety about the procedure. He enjoyed doing it. He was 
able to sit back and listen, and he was not handicapped 
by serious psychologic problems in himself. 


TRAINING 


The physician’s level of training in dynamic psy- 
chiatry and psychotherapy also affects the decision 
about his qualifications for practicing psychotherapy. 
Those who have had little or no training along these 
lines usually should not attempt to use psychothera- 
peutic techniques without supervision. Such physi- 
cians, however, can often utilize psychotherapeutic 
principles. These include a humanistic approach to the 
patient, recognition of the role of emotional factors in 
disease and skillful preparation of the emotionally dis- 
turbed patient for psychiatric referral. 

Very few physicians have had good basic training in 
dynamic psychiatry and psychotherapy, and many 
assume that such training is impossible to obtain. It is 
certainly not easy to obtain training in this field, but 
some such training opportunities are becoming avail- 
able. Occasional postgraduate courses in this subject 
are offered to physicians without psychiatric training. 
Psychosomatic forums are springing up, principally at 
medical centers, throughout the country. Several years 
ago I took part in starting such a forum in Indianap- 
olis. The original group consisted of a few psychiatrists 
and several physicians who had no psychiatric train- 
ing, from fields such as internal medicine, dermatology, 
ophthalmology, allergy and pediatrics. This forum is 
still functioning, and without the leadership of psychi- 
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atrists that it began with. Another source of such t: ain- 
ing is private supervision by a psychiatrist, in w ich 
the physician consults the psychiatrist at regular ister- 
vals about patients he is attempting to help psycho- 
therapeutically. In addition, certain textbooks |ave 
been published recently that are designed specifically 
for the needs of the physician without psychiatric 
training. 

Case 3. Without the knowledge of the author, a 
young doctor attempted psychotherapeutically to treat 


’ a patient with pruritus ani. The doctor was a clever, 


ambitious person with a great deal of initiative and 
self-confidence. He had heard described a brief experi- 
mental psychotherapeutic method that was investigated 
in patients with psychocutaneous excoriation syn- 
dromes. 

This doctor decided to try it himself. Without 
prior training in dynamic psychiatry or psychotherapy, 
and without supervision of his work with this patient, 
he began interviewing the patient weekly, focusing 
upon the uncovering of repressed rage. During the 
fifth interview with the patient the doctor phoned me. 
He sounded upset and frightened and asked whether 
I would please see the patient immediately. I went to 
the doctor’s office, where the patient was found in a 
violent abreaction of rage, with the very frightened 
doctor trying in vain to calm him. I had to take over 
the case because the doctor was clearly too terrified to 
continue the treatment. 

This example illustrates that physicians with in- 
adequate training in dynamic psychiatry and psycho- 
therapy should not attempt to use advanced psycho- 
therapeutic techniques, and that supervised experience 
is usually necessary in learning psychotherapy. 


One final qualification concerning the doctor has to 
do with an economic problem. Psychotherapy takes 
more time than many forms of medical treatment. As 
a result, the physician who practices psychotherapy is 
unable to see as many patients as he would otherwise. 
This may tend to lower the doctor’s income. Some 
doctors are prepared to accept a somewhat lower in- 
come, because in their cases it would not materially 
affect their living standards. Other doctors, however, 
whose incomes are already marginal, might jeopardize 
their living standards by devoting very much time to 
psychotherapy. 

In such a case it is doubtful whether the doctor 
could do psychotherapy happily and without anxiety 
about its effects upon the economic status of his family. 
This difficulty can sometimes be overcome by raising 
the fee appropriately when additional time is devoted 
to psychotherapy. 
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Patients the Family Doctor Can Help 


The patient who might be termed treatable by the 
general physician is one in whom the emotional dis- 
turbance is primarily current and situational. This is 
a patient whose past adjustment has been good, and 
in whom an emotional problem has developed under 
the stress of recent conflicts brought about by his 
present life situation. Such patients can often be 
helped by psychotherapeutic methods well within the 
grasp of the general practitioner. 

On the other hand, patients with long-standing 
illnesses and past histories of relatively poor adjust- 
ment throughout their lives are usually not good 

candidates for psychotherapy by the general practi- 
tioner. Their conflicts are not recent in origin but 
usually extend far back into the early years of their 
lives. Current pressures may have aggravated the 
present condition, but fundamentally, the emotional 
disorder is too deeply rooted in the character and 
personality of the patient to be treated successfully 
by a nonpsychiatrically trained physician. 

The following two experiences illustrate the im- 
portance of these qualifications concerning the patient. 

Case 4. The patient was a 52-year-old woman who 
had complained of pruritus ani of 20 years’ duration. 
There had been an occasional period of complete 
remission, the longest lasting six months. This 
woman had seen many physicians in the past several 
years because of multiple complaints. She had received 
x-rays to tolerance, vitamin injections, histamine de- 
sensitization, estrogen parenterally, liver, barbiturates, 
codeine and meperidine (Demerol) to the point of 
addiction. 

She had never married. She operated a small room- 
ing house and earned a living by doing laundry in her 
apartment. She was one of three children, and her 
parents were still living. Since her parents were 
elderly and not well, and since she was the only 
single child, she was constantly being harassed by 
the family to return home and care for her parents. 
She was aware of considerable feeling of guilt in con- 
nection with this family situation, and her condition 
became worse with each visit to the home of her 
parents. 

The patient never went to the movies, believing 
they were evil. She visited with no one but her family. 
Except for going to the physician’s office, the drug- 
store and the grocery, she never ventured out. She 
was easily upset by the failure of a washing machine 
or an iron, and distressing symptoms would develop 
when minor irritations of this kind arose. 

She was seen for a total of ten psychotherapeutic 
interviews by a general physician, during which time 
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no progress was noted except for slight improvement 
of the eczematous process about the perineum. 

This example illustrates that patients with long- 
standing illnesses and with past histories of relatively 
poor social, occupational, sexual and marital adjust- 
ment are usually not good candidates for psycho- 
therapy by the general physician. 

Case 5. A 33-year-old married woman consulted a 
doctor because of severe dermatitis in the antecubital 
spaces that had been present for five months. She 
had never had any cutaneous eruptions prior to the 
present illness. Previous treatment had consisted of 
elimination diets, superficial x-ray therapy, vitamin 
Biz and various local applications. Scratch and patch 
tests had been done but revealed no positive reactions. 
Except for the cutaneous symptoms, the system review 
was noncontributory. The past personal history re- 
vealed that her social, educational, sexual and marital 
adjustment had been relatively good. 

The personal history suggested that a current situa- 
tional conflict may have been responsible for initiating 
and perpetuating her cutaneous disorder. This con- 
flict concerned her mother, who had always dominated 
her, and who had come to live at her home. The 
patient was happily married and had two children of 
her own. She silently resented the mother’s intrusion 
in her family. However, she was unable to express her 
feelings of anger when the mother interfered in the 
management of the children and the home. In fact, 
she felt guilty and ashamed about this resentment 
toward her mother, considering these feelings to be 
disloyal and disrespectful. Since the duration of the 
present illness was net very long, and because the past 
personal history revealed evidence of relatively good 
emotional adjustment, the doctor decided to try to 
help the patient with her current situational problems 
by psychotherapeutic interviews. 

First, he explained in commonsense terms how 
emotional tension is frequently responsible for physical 
illness. Then he asked the patient whether she would 
be interested in talking to him about whatever problems 
might be disturbing her, so that possibly together they 
could work out ways of reducing the emotional ten- 
sions contributing to her illness. She seemed pleased 
by the physician’s interest in her and her problems. 
She said that she had wondered from the beginning 
of her illness whether the condition might be due to 
emotional upsets. She had asked the previous doctors 
about this possibility, but they had consistently mini- 
mized the importance of emotional factors. 

Three psychotherapeutic interviews were spent dis- 
cussing her feelings about current problems—prin- 
cipally her conflict about the mother’s presence in the 
household. By the time she returned for her next 
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interview, she had already been able to discuss the 
matter with her mother, and they had agreed that it 
would be best for the mother to return to her own 
home. They remained on cordial terms, and the pa- 
tient was relieved that it had been possible to work 
out a solution so amicably. She expressed gratitude 
to the doctor for taking the time to help her with this 
problem, and said she doubted that she could ever 
have faced it realistically without such help. The skin 
disorder disappeared promptly and did not recur. 

This example illustrates an almost “ideal” type of 
problem for the general practitioner to treat psycho- 
therapeutically. The illness was not too long-standing, 
the past history was characterized by relatively good 
emotional adjustment and current situational conflicts 
were largely responsible for the patient’s present 
illness, 


Serious ILLNESS 


Another consideration arises from the fact that 
certain diagnostic categories of psychologic illness are 
notoriously difficult to treat psychotherapeutically. 
These disorders include the psychoses, severe neu- 
roses and psychopathic disorders. The physician 
should learn to recognize these illnesses and should 
not attempt to treat them psychotherapeutically. 

In addition, it is doubtful- whether the physician 
should attempt to do psychotherapy with children, 
although he may often be able to help children who 
have emotional problems by psychotherapeutic inter- 
views with the parents. 

Patients with psychotic, severe neurotic and psycho- 
pathic disorders should be referred to psychiatrists. 
The following case illustrates the difficulty a doctor 
had in attempting psychotherapy with a severely 
neurotic patient. 

Case 6. The patient was a 44-year-old divorced 
woman who complained of itching of the eyelids, a 
condition that had been present for approximately 
six weeks. Previous therapy had consisted of local 
application of alcohol and ointments, two x-ray treat- 
ments, avoidance of all cosmetics and certain articles 
of wearing apparel, and use of elimination diets. When 
these therapeutic measures failed to bring about im- 
provement, and as the doctor’s further contact with 
the patient began to reveal considerable evidence of 
emotional tension, he decided to obtain more in- 
formation about her personal history. 

Although the patient was not very communicative 
about her past personal history, the physician learned 
that she had lost both of her parents at the age of 6, 
and since had had a fairly stormy life. She had never 
had good social relationships, had been married once 
to an alcoholic and divorced, had never had a really 
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successful relationship with a man and was occupa- 
tionally unstable. For many years she had had periodic 
episodes of depression, in which she was subject to 
prolonged weeping and uncontrolled jerking of her body, 
She once required hospitalization for such an attack, 
Despite the fact that this information strongly suggested 
the presence of a severe neurotic personality disorder, 
the doctor attempted to treat the patient by means of 
psychotherapeutic interviewing. It quickly became ap- 
parent that this was a mistake, because the patient be- 


~ came increasingly depressed and began to have severe 


jerking spells. The physician then realized that the pa- 
tient’s psychologic illness was far too serious for him to 
manage. A psychiatrist corroborated the impression 
that she was seriously ill psychiatrically, and she was 
hospitalized for prolonged and intensive treatment. 

This example illustrates that patients with psychoses, 
severe neuroses and psychopathic disorders should not 
be treated psychotherapeutically by the general physi- 
cian. They should be referred to a psychiatrist. 

Many patients who consult the general practitioner 
are somewhat too difficult for him to treat psycho- 
therapeutically, but they refuse referral to a psychia- 
trist. In these cases, the doctor must confine his ef- 
forts to humanistic, supportive, reassuring methods 
and must avoid permitting the patient to probe deeply 
into old memories and conflicts. The mere show of 
kindly interest and giving a few added minutes for the 
patient to talk about himself will often go far. The fol- 
lowing case illustrates the successful use of an emo- 
tionally supportive doctor-patient relationship. The 
patient’s psychologic problems were actually too difli- 
cult for a general physician to treat psychothera- 
peutically, but the patient refused psychiatric referral. 

Case 7. A 39-year-old man consulted a doctor be- 
cause of an excoriated, scaling, lichenified eruption of 
the forearms, neck and face that had been present since 
the age of 18 years. Numerous physicians had treated 
him without success. The personal history revealed 
that his illness had begun shortly after his father’s 
death and that he had never actually recovered psycho- 
logically from the loss of his parents. He had worked 
very hard, literally driving himself to excel in his occu- 
pation as a salesman, and had shown considerable 
capacity for assuming responsibility in his work and 
his marriage. His social adjustment was also found to 
be relatively good, although here too he tended to be 
overly ambitious and driving. 

The doctor realized that the psychologic problems 
of this patient were not recent but remote in origin, 
and that he should be treated psychotherapeutically 
by a psychiatrist. The patient, however, categorically 
refused to consult a psychiatrist, although he accepted 
the importance of emotional factors in aggravating and 
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perpetuating his cutaneous disease. While continuing 
to treat the patient dermatologically, therefore, the 
physician attempted to help him by means of a sympa- 
thetic, encouraging psychotherapeutic approach which 
involved talks with the patient each time he came to 
the office. 

For a time it seemed that the patient would become 
inseparably dependent upon the doctor. At one point 
during the treatment, mild asthmatic attacks devel- 
oped when the patient felt anxious about the possi- 
bility of the physician’s discharging him. Gradually 
the patient developed more and more confidence and 
independence and was able to get along satisfactorily 
with only one appointment a month. His skin disease 
disappeared coincident with his ability to carry on 
independently of the physician. He still occasionally 
comes in to see the doctor for talks when he feels dis- 
couraged, but otherwise is making a relatively good life 
adjustment without further psychosomatic illness. 

This case illustrates that when a patient refuses 
referral to a psychiatrist, the physician may sometimes 
be able to help the patient through the psychothera- 
peutic aspects of the doctor-patient relationship. In 
this case, the doctor became a parental supporting 
figure for a patient who had never quite recovered from 
the loss of his parents. The patient’s dependency upon 
the physician skirted dangerously close to neurotic 
invalidism. Fortunately, the physician kept his head 
and managed to help the patient regain his confidence 
and independence through consistent encouragement 
and support. 

Case 8. A doctor was consulted by a 45-year-old 
pharmacist who had developed a plaque of circum- 
scribed neurodermatitis on the medial aspect of the 
right ankle four years previously. The past personal 
history revealed evidence of relatively good social, 
sexual and occupational adjustment but indicated that 
the onset of his cutaneous disorder was during a period 
of marked family tension. He had married a woman of 
different religious faith than his own and had therefore 
been ostracized by his family. His wife subsequently 
became psychotic. During a considerable part of her ill- 
ness he nursed her himself. He had lost his business 
during this period of difficulty. His family exclaimed 
jubilantly that all these developments proved how 
foolish he had been to marry outside the family faith. 
In spite of the many problems he had to contend with, 
he continued to carry on in a responsible and coura- 
geous manner. 

The doctor decided to use psychotherapeutic inter- 
viewing. in view of the not-too-long-standing nature of 
the patient’s illness, the evidence of good potential for 
mature adjustment and the primarily current and situ- 
ational aspects of his emotional conflicts. Furthermore, 
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the physician recognized that this was a case that can 
frequently be handled psychotherapeutically by physi- 
cians without psychiatric training. Seven interviews 
were devoted to discussing the patient’s current situa- 
tional conflict. In the process of discussing these mat- 
ters, he gradually became able to express considerable 
feeling of resentment toward his family for their un- 
kind behavior toward him. He also overcame some of 
the shame and guilt he felt about his secret resentment 
toward his wife because of her illness. By the fifth inter- 
view, his cutaneous disorder was on the wane, follow- 
ing an initial period in which it had been aggravated 
to some extent by the therapy. At the end of the seven 
interviews, the patient’s skin was clear and remained 
so during the following year. He stopped in to see the 
physician again several months later to express his 
gratitude and to convey the good news that his wife 
had recovered from her illness and that his family had 
finally accepted their marriage. 

This example illustrates that the physician may 
safely select patients for psychotherapy primarily on 
the extent of their psychopathology. 


Qualifications of Psychotherapy 


In general, unless the physician has had unusual 
training in dynamic psychiatry and psychotherapy, 
he should confine his psychotherapeutic activities to 
supportive methods that do not involve extensive ex- 
ploration of the deeper layers of the personality. Pene- 
trating, excavating, extensively uncovering and ca- 
thartic methods of psychotherapy are procedures 
strictly for psychiatric specialists. They should not be 


* attempted by physicians who lack special training in 


their use. Mildly cathartic or ventilative methods may 
sometimes be used to advantage by the general practi- 
tioner, provided he has had supervised training in 
using these techniques, and provided he encourages 
the liberation of previously unexpressed impulses and 
feelings in connection with contemporary conflicts. In 
almost no circumstance would it be appropriate for the 
general physician to uncover old, deeply repressed 
conflicts associated with infancy, childhood or the re- 
mote past. 

For the most part, the physician should not include 
among his primary psychotherapeutic aims the exca- 
vation of unconscious material. A limited amount of 
uncovering is permissible in relation to current prob- 
lems, but the doctor’s major psychotherapeutic ef- 
forts should be toward strengthening rather than elim- 
inating the forces of repression. This means that by 
reassurance and sympathetic support the physician 
consistently reinforces the patient’s defenses against 


repressed impulses and feelings, repeatedly empha- 
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sizes his capacity for adjustment and patiently re- 
iterates that there are forces within the patient’s per- 
sonality that are constantly striving toward harmony 
and health. 

This is supportive psychotherapy. This is the kind 
of psychotherapy that helps the patient to regain a 
feeling of organization in his life—a feeling of personal 
confidence that relegates disturbing impulses, feelings 
and thoughts to the background of the psychologic 
life. Much of the success of this type of treatment de- 


pends upon the degree of rapport in the doctor-patient — 


relationship. If the patient is confident of the physi- 
cian, the doctor’s quiet, steady reassurance will tend to 
bring about a feeling of certainty and harmony in the 
patient. The physician’s repeated expression of con- 
fidence in the patient helps the patient to believe in 
himself. Similarly, the physician’s praise for the mature 
aspects of the patient’s personality tends to reinforce 
or strengthen these elements of behavior. Partly be- 
cause the doctor approves of and praises the patient 
for mature behavior, the patient begins to exploit his 
potential for healthy adjustment. He becomes less pre- 
occupied with disturbing and unsatisfying aspects of 
his life. 

Just as the doctor should not usually attempt to un- 
cover unconscious conflicts, he should also not strive 
primarily for the development of insight. Bombarding 
the patient with interpretations and explanations is 
psychotherapeutically naive, as well as futile. The fol- 
lowing two case reports are examples of an overly am- 
bitious psychotherapeutic effort by a physician in one 
case and a more modest but successful attempt in 
another. 

Case 9. A 29-year-old married woman with a pruritic, 
excoriated, lichenified eruption of both antecubital 
spaces consulted a doctor. She had had the eruption 
for nine years, and almost every conceivable type of 
medical and dermatologic treatment had failed to bring 
about improvement. The past personal history revealed 
considerable unresolved feeling about the death of her 
mother and about her father’s remarriage when the 
patient was in her late teens. Within a short time after 
these difficult experiences, she married, and after the 
birth of her first child the cutaneous disorder devel- 
oped. 

The doctor recognized that the illness was some- 
what too long-standing for him to treat psychothera- 
peutically, and that the patient’s psychologic con- 
flicts were more remote than recent in origin. Never- 
theless, he attempted to treat the patient by means of 
psychotherapeutic interviewing. He cautiously began 
to uncover some of her hitherto unconscious feelings 
about the mother’s death, the father’s remarriage, her 
own marriage and her feelings about her children. This 
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was a mistake. Although well intended, it was too .wuch 
for the patient, who began to have marked feelii.ys of 
anxiety, nausea, vomiting, “nervous chills” and feel- 
ings of confusion and dread. The physician fortu:ately 
recognized this evidence of impending breakdown of 
repression. He sedated the patient and discontinued 
the psychotherapeutic interviews. Happily, the patient 
retained her contact with reality and was not over- 
whelmed by the mounting anxiety that psychotherapy 
had precipitated. 

This case illustrates that deeply penetrating types 
of ‘psychotherapy can sometimes liberate previously 
unexpressed (unconscious) impulses, feelings and 
thoughts more rapidly than the patient can integrate 
them into awareness. When this happens, the patient 
experiences marked anxiety that may tend to increase 
to an intolerable point. 

Psychotherapeutic methods intended to uncover 
deeply repressed conflicts usually require a relatively 
long period of treatment in which the unconscious 
impulses, feelings and thoughts are “teased out” into 
awareness very cautiously and slowly. No more 
anxiety is mobilized at any one time than the patient 
can tolerate. Patients requiring treatment of this type 
should be referred to psychiatrists who specialize in 
psychotherapy or psychoanalysis. 

Case 10. A 43-year-old married woman consulted a 
doctor because of chronic urticaria that she had had 
for six months. One year previously she had undergone 
a hysterectomy. She was currently receiving injections 
from another doctor for menopausal symptoms. All the 
usual forms of treatment for urticaria had been ex- 
hausted by previous physicians. The past personal 
history revealed relatively good life adjustment except 
for divorce from her first husband and a short “nervous 
breakdown” in connection with that experience. She 
had remarried but had never quite recovered from 
separation from the first husband. She was unable to 
discuss these incidents. 

Because her illness was of relatively short duration 
and her psychologic problems appeared to be rather 
recent in origin, the doctor decided to treat the patient 
psychotherapeutically. Initially she was very con- 
stricted and distant during the interviews, but as time 
went on she became more relaxed and expressed con- 
fidence in the physician. She appeared to be burdened 
by some difficult problem that she could not bring her- 
self to talk about. The physician had the impression 
that she was constantly on the verge of weeping but 
managed to choke back the tears. Without putting 
pressure on the patient to tell her burdensome prob- 
lem to him, the physician gave her time to feel com- 
fortable enough to discuss it spontaneously. Eventu- 


ally she told the details about her divorce from the 
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first husband, which involved a very disturbing period 
of wrangling over custody of the children. As the 
incident was recounted, the patient wept for the first 
time since the separation had occurred. After this 
interview her hives disappeared and did not return. 

This patient demonstrates that the physician may 
use mild ventilation and catharsis in connection with 
relatively recent or contemporary problems. In this 
instance, the patient’s grief over loss of her children 


was not deeply repressed but was near the surface. 
It was possible to help the patient psychotherapeutic- 
ally by a kindly, permissive relationship in which she 
felt free to discharge some of these disturbing choked- 
up feelings. 


The author is indebted to Dr. James S. Gosman of 
Indianapolis for some of the illustrative clinical material 
in this report. 


Germ-Free Laboratory 


A new and simplified germ-free laboratory, believed to be virus-proof as well, has been suc- 
cessfully tested at the University of Michigan Medical Center. A goal of biologic scientists 
since the turn of the century, the apparatus is an outgrowth of two other systems developed 
in the United States and Sweden. 

Guinea pigs born in the sterile laboratory last September have survived. The achievement 
recalled stormy debates that raged early this century on the proposition that all animal life 
depends, for its very existence, on certain “beneficial bacteria” prevalent in normal life. The 
apparatus is a sealed metal and glass box about the size of a deep-freeze cabinet. It was 
designed by Richard Horton, a former postgraduate student at Michigan who is now with 
the National Institutes of Health. . 

Nothing rots inside the miniature laboratory. Excess food and animal feces have remained 
for weeks without decomposing and without odor. Guinea pigs were delivered by Cesarean 
section directly into the cabinet, employing an intricate surgical procedure that used a plastic 
membrane to prevent possible contamination by the mother’s body. By means of sealed-in 
rubber gauntlets, investigators can work in the sterile area. 

A pressure compartment attached to one end of the unit permits steam sterilization of food 
and equipment. All air entering the cabinet is first heated to temperatures above 750°F and 
then cooled. These precautions kill all living organisms, and have prevented contamination 
for more than four months. It is believed, though not tested, that the apparatus will prove 
as invulnerable to environmental viruses as it is to germs.— Science, 128 :1563, 1958. 
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Hospital-acquired infections are usually due to 
antibiotic-resistant organisms. It is evidently desir- 
able, therefore, to limit the number of such infections 
by good techniques for detection and isolation. For 
infections that escape from these control methods, 
prompt and vigorous treatment is indicated. This 
usually entails use of one of the newer antibiotics 
plus drainage of purulent accumulations. 


Topay IN AN ERA that is replete with antibiotics, at a 
time when hospital facilities are finer than in any 
period of history, when surgeons have been able to 
break into new fields under the protection of strict 
aseptic techniques, we still have a problem with the 
common, neglected and almost-forgotten staphylococ- 
cus. In fact, we have two problems: first, the problem 
of the spread of virulent staphylococci from person to 
person and, second, the problem of treating infections 
caused by strains resistant to many of the antibiotics. 
In this paper, we shall consider both of these prob- 
lems and the solutions available to the practicing 
physician. 


Distribution of Staphylococci 


Staphylococci are found wherever there are people. 
If cultures are taken from the noses of any group of 
adults (in a temperate climate, at least) approximately 
50 per cent will yield coagulase-positive staphylococci. 
In infants this figure approaches 90 per cent. If re- 
peated cultures are taken, coagulase-positive staphylo- 
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cocci will be cultured from the noses of practically 
everyone at one time or another. These staphylococci 
are also obtained in 20 to 30 per cent of cultures taken 
from the pharynx. From the nose and throat, staphylo- 
cocci are spread over the skin, chiefly by the hands. 
They are spread to other persons by direct contact, 
by objects touched by the face, hands and other areas 
of the body, and to a lesser extent by room-dust and 
through the air. 

As shown in Table 1, some strains are poor spread- 
ers. They may be found in the air, in the dust in hos- 
pitals and on various objects contacted by the skin or 
the discharges of patients who are carriers of, or who 
have infections caused by, staphylococci. These objects 
include bed clothes, blankets, bed pans, toilet seats, 
bath tubs and wash basins. However, in spite of this 
ubiquity, they do not spread to the nose, throat and 
skin of most of the persons who are in the environs. 
Therefore, whether or not they are virulent, such 
strains seldom cause infections. 

Other strains of staphylococci tend to colonize the 
noses and throats of persons who come in contact with 
them. In spite of this, they do not often cause infec- 
tion. Consequently, we say that they are not very viru- 
lent, although at present we have no laboratory test 
which distinguishes them from staphylococci of a third 
group of strains. The latter, in addition to spreading 
widely, also cause infections and frequently epidemics. 
We are able to identify many staphylococci by bacte- 
riophage-typing. The staphylococci in the third class, 
which spread widely and also cause infections fre- 
quently, often belong to types 80/81, 52A/79 or sev- 
eral other so-called epidemic bacteriophage types. It 
must be emphasized, however, that when these ep!- 
demic types are prevalent in the personnel of a hospi- 
tal, they do not always cause epidemics and also that 
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epidemics may occasionally be caused by strains that 
are not classed as epidemic strains. 


Staphylococci in Hospitals 


What should we do to limit the spread of staphylo- 
cocci in hospitals? It is believed that spread most often 
takes place by direct contact or by airborne infection 
at close range, but we cannot be sure of this. The best 
we can do, therefore, is to close all avenues of spread 
as completely as possible. Obviously any member of 
the hospital staff, whether orderly, nurse or doctor, 
who has a staphylococcic lesion should refrain from 
contact with patients until the lesion is healed. Surgi- 
cal gloves are not a sufficient protection in these cases 
because they are frequently punctured during an 
operation. 

Likewise, a barrier should be erected between pa- 
tients with staphylococcic lesions and other patients. 
Patients with staphylococcic infections acquired within 
or without the hospital should be isolated and strict 
aseptic techniques used. If it is impossible to isolate 
all patients with staphylococcic infection, those most 
likely to spread the infection should be isolated: pa- 
tients with pneumonia, with dermatitis and with drain- 
ing foci of infection. 

The spread of staphylococci from patients or car- 
riers to objects and thence to other patients should be 
curtailed. Blankets and linens should be thoroughly 
cleaned before being used. Toilet seats and washing 
facilities should be washed and a disinfecting solution 
applied. Staphylococci (as well as other organisms) are 


often disseminated in operating rooms, dressing rooms 


and nurseries where surgical incisions, open wounds 
or susceptible infants are exposed to them. Operating 
rooms should receive air under positive pressure and 
from the outside rather than air sucked in from hospi- 
tal corridors. Personnel should enter and leave the 
operating room as infrequently as possible. Strict asep- 
sis should be observed in the preparation of personnel 
and material for the operation and during the opera- 
tion itself. Since the majority of the personnel are 
staphylococcus carriers, the removal of carriers from 
vital areas such as nurseries and operating rooms is 
not feasible except in the presence of an epidemic. 
This is true although the carriers may be harboring 
so-called epidemic strains. 


Control of Epidemics 


This brings us to the measures that should be used 
to control an epidemic within the hospital. In order 
to control an epidemic, we must first know that it is 
prese::t. Sometimes this is quite obvious, as when sev- 
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Table 1. 


eral patients on a ward, or infants in a nursery, de- 
velop staphylococcic pneumonia. However, other epi- 
demics may be overlooked. Infections may develop in 
a nursery which may not be symptomatic until the 
infants have been at home for several days, when 
the infants may develop skin infections and the moth- 
ers, breast abscesses, acquired from the nursing infant. 
Likewise, many incisions may be infected in a given 
operating room; but, because the patients may be at- 
tended by different surgeons, may be scattered on 
different wards or may show no evidence of the infec- 
tion until after discharge from the hospital, the epi- 
demic may go unnoticed. To prevent this, it is recom- 
mended that a separate record be kept of all operations 
in which every complication is noted whenever it oc- 
curs. We may also uncover an epidemic by a survey, 
using a questionnaire, or better still, the telephone, 
and asking mothers who have left the hospital about 
signs indicative of infection in themselves or their 
babies. 

When it is evident that an epidemic exists, the 
bacteriophage-types of the staphylococci taken from 
the lesions and from the personnel contacting patients 
should be determined. Personnel harboring epidemic 
types should be removed from any duty that requires 
contact with patients. If such a person continues to be 
a carrier, some means of eliminating staphylococci 
from the nose should be tried, such as a spray con- 
taining neomycin. 

In addition to removing carriers and isolating pa- 
tients with staphylococcic infections, a careful search 
should be made for any break in aseptic technique. 
If the epidemic continues after these measures are 
taken, it may be necessary to close the operating room, 
ward or nursery concerned, although this is rarely 
required, 
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Colonization Development 

Tendency of Nose, Throat of an 

Group to Spread Virulence and/or Skin Infection 

I Poor Virulent or Infrequent Infrequent 
Avirulent 

2 Wide Relatively Frequent Infrequent 
Avirulent 

3 Wide Virulent Frequent Frequent 
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Treatment of Staphylococcal Infections 


I have stated that the treatment of staphylococcal 
infections presents a problem also. This is because 
most staphylococcal infections encountered in the hos- 
pital are caused by strains resistant to the commonly 
used antibiotics. The staphylococci causing infections 
outside the hospital are usually affected by most anti- 
biotics. Accordingly, patients with staphylococcal in- 
fections that are acquired outside the hospital should 
be treated with penicillin, or, if penicillin cannot be 
used for any reason, with a tetracycline. If there is no 
response, the sensitivity of the infecting staphylococ- 
cus should be tested against penicillin, tetracycline, 
chloramphenicol, erythromycin, novobiocin, kanamy- 
cin, ristocetin and vancomycin. Treatment should 
then proceed as outlined under hospital infections. 

When a patient with a suspected staphylococcal in- 
fection is admitted to the hospital, he has usually been 
treated with a number of antibiotics, and the infecting 
organism is likely, therefore, to be resistant to them. 
Staphylococcal infections acquired in the hospital are 
likely to be resistant to the antibiotics commonly ad- 
ministered in that hospital. 

If the hospital laboratory tabulates periodically the 
percentage of staphylococci obtained from infections 


RESULTS OF ANTIBIOTIC THERAPY 
IN STAPHYLOCOCCAL BACTEREMIA 


Acquired in the Hospital 


within the hospital that are sensitive to each of ‘le 
antibiotics, this will give the clinician a rough jut 
ready guide as to the antibiotic to give to the paticnt 
whose staphylococcal infection was acquired in the 
hospital or who has failed to respond to several « ::ti- 
biotics. 

If such a tabulation is not available, the physician 
will have to select the antibiotic that is most likely to 
be effective until in vitro tests are done on his patient’s 
microérganism. Since penicillin and the tetracyclines 
are effective against so many infections, they are the 
most frequently used antibiotics and many strains of 
staphylococci are resistant to them. On the other hand, 
chloramphenicol has not been prescribed frequently 
in recent years for fear of blood dyscrasias. Conse- 
quently, most strains of staphylococci encountered 
during the past few years have been sensitive to this 
antibiotic. Recently, there has been a slight increase 
in the percentage of chloramphenicol-resistant strains, 
which is attributable to an upsurge in the use of chlor- 
amphenicol. Novobiocin and erythromycin (including 
erythromycin-like drugs, such as oleandomycin and 
spiramycin) are used less often than penicillin er the 
tetracyclines. As would be expected, therefore, staph- 
ylococci sensitive to these drugs are frequently en- 
countered. Accordingly, if the physician wishes, he 
may elect to treat staphylococcal infections in patients 
within the hospital with one of these drugs. Because 
strains of staphylococci resistant to erythromycin or 
novobiocin often appear within a few days after the 
start of therapy with the respective antibiotic, it is 
common practice to administer these antibiotics in 
combination or to administer one of them with chlor- - 
amphenicol in the hope of delaying the appearance 
of resistant strains. 

Three newly-introduced antibiotics, kanamycin, ris- 
tocetin and vancomycin, are given parenterally for 
systemic infections. They are best held in reserve for 
seriously ill patients with staphylococcal infections 
who will not respond to the commonly administered 
antibiotics. 

When should staphylococci be tested for in vitro 
sensitivity to antibiotics? Wherever possible in any 
infection except minor infections of the skin, and even 
in these if they develop while the patient is in the 
hospital. The sensitivity to the commonly used anti- 
biotics, such as penicillin, tetracycline, chlorampheni- 
col, erythromycin and novobiocin, should always be 
determined. Since a few strains that are resistant to 
erythromycin are sensitive to oleandomycin, this anti- 
biotic may be added if desired. In serious infections 
the in vitro effect of kanamycin, ristocetin and vanco- 
mycin should also be determined. If the patient is not 
improving on the antibiotic that he was given at the 
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start, its administration should be discontinued and an 
antibiotic substituted as determined by the in vitro 
tests. If novobiocin, erythromycin or oleandomycin is 
chosen, the drug should be given in combination with 
another antibiotic, as stated previously. 

Ristocetin and vancomycin are given to patients 
intravenously, ristocetin in doses of 0.5 Gm. to 1.0 
Gm. every six to eight hours up to a maximum dose 
of 3 Gm. a day. Vancomycin is administered in doses 
of 0.5 Gm. every six, eight or 12 hours. Both of these 
drugs may cause localized thrombophlebitis, which 
subsides within a few days when that vein is not used 
any longer. After ristocetin therapy, leukopenia has 
been observed, but no cases of agranulocytosis have 
been reported, especially in patients with uremia. A 
diminution in blood platelets with bleeding from the 
gastrointestinal tract has been reported, however. 
After vancomycin has been administered in large doses 
or for a prolonged period, the blood nonprotein- 
nitrogen is sometimes elevated. 

Kanamycin is given intramuscularly in doses of 1 to 
3 Gm. a day at six-hour or eight-hour intervals. It is an 
analogue of neomycin and may injure the eighth nerve 
or the kidney as neomycin does. However, these toxic 
effects are not likely to occur unless the dosage is high 
or therapy is prolonged. The clinician should be on 
the alert for damage to these organs and should dis- 
continue the drug if signs appear. 


Results of Treatment 


As every clinician knows, the therapy of serious 
staphylococcal infections is not so simple as would 
appear from the outline given above. Administration 
of the antibiotic that is effective in vitro often fails to 
cure the patient. Staphylococcal infections are often 


secondary to other diseases and are often widespread 
before the patient is given the proper antibiotic. Table 
2 shows the results of therapy of patients with staphy- 
lococcal bacteremia treated by my colleagues and me 
in the several hospitals affiliated with the University of 
Illinois College of Medicine during the past five years. 
The antibiotics mentioned above were used according 
to the recommendations that I have given, except that 
only a few of the patients were treated with ristocetin 
and none with vancomycin or kanamycin. Patients in 
group I had an underlying disease that was incurable, 
such as leukemia. Patients in group II had a serious 
chronic disease such as diabetes mellitus or congestive 
heart failure. 

Patients in group III had a preceding acute disease 
such as pertussis, measles or chicken pox, and patients 
in group IV had no demonstrable associated disease. 
It is obvious that the prognosis was closely related to 
the presence or absence of associated disease in these 
individuals and that the fatality rate was twice as high 
among patients whose infections were acquired in the 
hospital as among those whose infection was acquired 
outside. 

The prognosis of staphylococcal infections also de- 
pends upon the age of the patient. Among 12 primary 
staphylococcal pneumonias in children observed by 
us, there were no deaths; whereas, among five adults 
with primary staphylococcal pneumonia, two died. It 
is important, therefore, to prevent staphylococcal in- 
fections when we can, and, if they do occur, to recog- 
nize them promptly, both with respect to etiology and 
the organs involved, and to treat them promptly and 
vigorously with the proper antibiotic. These measures, 
plus proper drainage of purulent accumulations, repre- 
sent the best attack on the staphylococcus problem 
today. 


Hypothyroidism in Adolescents 


CERTAIN MISCONCEPTIONS regarding hypothyroidism in the 
requently encountered. Features of the 


cent are often mistakenly associated. The thin, late-matur- 
ing, cold-skinned adolescent, who is at times: not recog- 
nized us being hypothyroid may often be so.—Feux P. 
Heatp, m.p., Ropert P. MAstanp Jr., M.v., Apert E. 
M.D. and J. Roswett GattaGuer, M.D., J.A.M.A., 
162:161, 1956. 
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Speech and Hearing Disorders 


IT IS QUITE APPARENT that when a child or an adult has a 
speech and/or hearing impairment many disciplines and 
approaches are necessary in order to resolve the problem. 
With the team approach it is possible to pursue the resolu- 
tion of the difficulty from a multiphasic point of view rather 
than from a single approach. In this manner, we focus at 
the common goal of our endeavors—the habilitation of the 
child or adult who has an impairment in communication. 
—Robsert HENNER, M.D., FREDERIC J. POLLOCK, M.D., PETER 
A. CAMPANELLI, M.A, Doris PHILLIPS, M.D. and MARGARET 
M.a., J.A.M.A., 161:957, 1956. 
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This article, which includes a preliminary report 

on paracervical-pudendal nerve blocks, tells how these can be 
used during the first stage of labor to effectively relieve pain. 
Many women anticipate childbirth with apprehension and hope 
that measures giving pain relief will be used at the right time. 
The patient can be prepared to cope with childbirth tensions 

by proper instruction during the prenatal period. 

A good doctor-and-patient rapport is usually obtained 

when the mother is convinced that her obstetrician will be present 
to administer her care. Tranquilizing medication and analgesics, 
administered at the proper time, are valuable. Local anesthesia 
is safe for mother and baby and is practical to apply. 


Practical and Safe Pain Relief During Parturition 


ALFRED J. KOBAK, M.D. 


Department of Obstetrics and Gynecology, University of Illinois 
Cook County and Edgewater Hospitals 
Chicago, Illinois 


WoMEN OF TODAY, as in the past, are apprehensive of 
childbirth. Today it is not due to the fear of dying, be- 
cause maternal mortalities have reached their lowest 
level. The expectation of childbirth suffering is virtually 
universal among civilized peoples. It is more or less an 
attribute of the human species, and is more prevalent 
as the degree of racial civilization increases. To serve 
the best interests in obtaining relief of pains during 
childbirth, minimal standards are necessary and are 
presented in Table 1. 


Psychosomatic Principles in Childbirth Relief 


The term “psychosomatic” pertains to the influence 
of the mind and mental processes upon the somatic or 
bodily functions. The apprehension and fear of pain 
cause tensions, which in turn intensify the sensation of 
pain. Read has called our attention to this triad of 
fear, tension and pain. These sensations are either 
directly generated by previous personal experiences, 
or more frequently are indirectly brought about by the 
repeatedly overheard hints or suggestions that child- 
birth is inevitably painful. 

Suggestive therapy is the basis of the beneficial re- 
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sults obtained during parturition by the protagonists 
of psychosomatic principles. A good rapport of physi- 
cian and patient is also necessary to obtain good results. 
Additionally, it would be very helpful if all doctors and 
hospital personnel embarked on a program of eliminat- 
ing harmful semantics. The word “pains” is errone- 
ously used as a synonym for uterine contraction. The 
nervous and susceptible patient, hearing the word 
“pains” frequently, is inevitably influenced to believe 
they must occur. In the presence of the patient, 
the terms “parturition” and “childbirth” are medi- 
cally dignified and far better than “labor,” which 
denotes hard work, bodily toil or fatiguing efforts. 
Many other words or careless remarks are frequently 
overheard in the labor room corridors that also should 
be dispensed with to the psychologic advantage of the 
parturient. 

The program of childbirth relief begins with the 
onset of prenatal care. Proper psychologic conditioning 
should. be the objective during this period. A kind, 
friendly approach, indicating a warm interest in the 
patient’s welfare, is far better than the traditional, aloof 
professional attitude. Patients are eager to know more 
about pregnancy and what to expect when they enter 
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the hospital. Many useful pamphlets for this purpose 
are available to pregnant women. At each prenatal 
yisit, the patient should be encouraged to ask questions, 
which are patiently answered, or she is told where the 
information she seeks is available. It is helpful and 
reassuring to inform her that measures will be used to 
relieve the pains that arise in the course of childbirth. 
Depending on the degree of her intelligence, the pa- 
tient might be told something about the methods that 
will be employed to give her relief. Thus, a good 
rapport is established which instills confidence and 
minimizes fears. 

When the patient enters the third trimester of her 
pregnancy, she should be more actively prepared for 
the imminent childbirth. Read is an enthusiastic advo- 
cate of exercises, believing that they tend to relax the 
patient and thereby diminish possible tensions. This is 
toa large extent true only during the earlier portion of 
parturition, and prior to the period of active cervical 
dilatation. During the early phase of labor, the discom- 
fort of the patient is minimal and the exercises of 
moderate deep breathing have a diversional or sug- 
gestive-like effect. However, these exercises are less 
effective as the distress of labor mounts. This becomes 
apparent after 3 to 4 cm. of cervical dilatation. 

Further preparation of the patient for labor should 
include information about the various changes she will 
experience prior to the onset of labor ; also how she will 
recognize them, and when she should contact her 
doctor. Patients should be advised to disregard the 
“grandmother tales” of pregnancy, and to freely discuss 
with the doctor all apprehensions they might have 
concerning the forthcoming childbirth. The presence 
of the doctor during most of the parturition is very 
essential to the morale of many women. This is quite 
important, and some authorities state that it has the 
equivalent value of a large dose of a potent sedative. 


Pain Relief During Parturition 


The drugs that are used to relieve the distress of 
labor have four essential effects upon the patient: 

1. Hypnosis (sleep producing, barbiturates). 

2. Tranquilizing sedatives (promethazine). 

3. Analgesics (relief of pain, meperidine). 

4. Amnesics (loss of memory of pain, scopolamine). 

The cervical status during childbirth is a good indicator 
as to when and what drug is to be administered. Before 
its full effacement and dilatation to 3 to 4 cm., the pa- 
tient usually has much less discomfort. When sedative 
analgesic drugs are administered in the early stage of 
cervical changes, the uterine contractions tend to be- 
come weaker, and the progress of childbirth is very 
likely to be slowed down. If at this time rectal findings 
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1. They must be safe for the mother. 


2. They must be free from harm to the baby, which in its broadest 
sense means not only the fetus, but also the baby neonatally. 
This also includes any far-reaching effects that become apparent — 
later, such as cerebral palsy. 


3. The procedures must pe practical to apply. 


A RECOMMENDED TIME TABLE 
FOR ORUG ADMINISTRATION 


. Before 3 to 4 cm. dilatation of cervix—25 mg. of promethazine. 


. After 3 to 4 cm. dilatation of cervix—-75 mg. meperidine and 0.4 
mg. (1/150 gr.) scopolamine. 


. If labor is proceeding fast, and cervix is 5+ cm., and discomfort 
is great, promethazine and meperidine (if not previously ad- 
ministered) are simultaneously injected intravenously. 

Otherwise 
4. Repeat meperidine hourly, »0 mg. for two to three doses. 


5. If general anesthesia is not used to terminate labor, this schedule 
for full-term pregnancy ts safe. 


COMPARATIVE SAFETY OF ANESTHESIAS 


The most dangerous of al! 
Unpredictable dangers 


Unpredictable dangers 


Caudal (a form of epidural) Unpredictable dangers 


5. Local anesthesia The safest of all 


7; 
: 
Table 2. 
j 
| 
5 
Table 3. ie 
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LOCAL ANESTHESIA IN OBSTETRICS 


I, Safest for mother and baby. 


2. No local or general complications or adverse effects upon vital 
organs. 


3. Does not interfere with uterine action. 


4. Techniques are simple and are administered by the accoucheur. 


5. No need for haste; tissues are handled with less trauma; infection - 


minimal. 


6. No danger of explosion. 


TYPES OF LOCAL ANESTHESIA 
FOR VAGINAL DELIVERY AS RELATED 
TO STAGES OF LABOR 


ist Stage—Paracervical (3 to 4 cm. dilatation of cervix. 12 to 15 cc. 
on each side). 


2nd Stage—Pudendal (to terminate labor). 

Multipara (7 to 8 cm. cervical dilatation). 

Primipara (complete cervical dilatation—10 cc. on each side). 
Combined Paracervical and Pudendal Block | 

(3 to 4 cm. dilatation of cervix). 

Resultant anesthesia sufficient for remainder of labor and delivery. 
Field of Injection—Vagina. 
Complications—None. 


Results—Very good. 


Table 5. 


are uncertain, a vaginal examination should be made. 

The essential action of a barbiturate is to cause 
sleep or hypnosis. However, this drug is readily trans- 
mitted to the fetus with adverse effects, and should not 
be used when the mother is prematurely in labor. 
Promethazine (Phenergan) can more safely replace 
barbiturates. Its tranquilizing action makes it a far 
better sedative. It does not lower the blood pressure of 
the mother and is safe for the prematurely born infant. 
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Emesis is less likely to follow, and the amounts of sub- 
sequent analgesic drugs are reduced. The dosaye of 
promethazine is 25 mg. and is intramuscularly inje: ied. 

Meperidine (Demerol) is preferred to morphine be- 
cause it does not depress the fetus so much. The first 
injection of meperidine (75 mg.) is given intramuscu- 
larly at about 3 to 4 cm. of cervical dilatation, and is 
usually given simultaneously with scopolamine, 0.4 
mg. Meperidine can be repeated hourly at 50-mg. dos- 
ages. Rarely has the total amount of meperidine ex- 


ceeded 200 mg. The promethazine injection may be 


repeated after four hours. 

If the initial examination of the patient reveals the 
cervix to be beyond 4 cm. dilatation, or in case the dis- 
comfort of the patient is obvious, 50 mg. of meperidine 
combined with 25 mg. of promethazine should be 
given slowly by vein (two to three minutes). The ad- 
ministration of scopolamine should be intramuscular 
(Table 2). 

If general anesthesia is not used to terminate labor, 
the baby is more apt to breathe spontaneously. If there 
is reason to suspect that the fetus might have a delayed 
or suppressed respiratory action when meperidine has 
been used, N-allymorphine can be used prophylac- 
tically. This is administered to the mother intrave- 
nously, 10 mg. five to ten minutes prior to the estimated 
time of delivery. It can also be given to the fetus when 
needed by injection, 0.25 mg. into the umbilical vein. 
I have never found it necessary to use this drug when 
local instead of general anesthesia was used. 


Anesthesia Procedures During Childbirth 


In general, there are five types of anesthesia proce- 
dures that can be used to relieve childbirth discomfort 
or to terminate labor. Their merits of safety are listed 
in Table 3. 

Neither spinal nor inhalation anesthesia is regarded 
as safe and practical. The use of spinal anesthesia dur- 
ing pregnancy, especially during active labor, is dan- 
gerous. There are hazards of catastrophic complications 
following soon after the administration, or of postop- 
erative sequelae. 

General anesthesia to terminate labor can be elimi- 
nated. I endorse Hellman’s statement that there is 
considerable evidence that the full-term fetus can 
safely withstand more maternal sedation if a general 
anesthesia is not used. From the parturient’s stand- 
point, there is the consideration that the laboring pa- 
tient is never as well prepared for an inhalation 
anesthesia as is deemed essential in general surgery. 
Maternal deaths and postpartum complications follow- 
ing general anesthesia were, in the past, notorious for 
their frequent occurrences. 
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Local infiltration producing a nerve block is a method 
of pain relief that has not been adequately investigated 
(Table 4). In this procedure, the obstetrician admin- 
isters the anesthesia. The obstetric department of the 
Cook County Hospital is now delivering over 1,500 
patients each month, which includes a high incidence 
of premature babies. This is far in excess of the facilities 
available. Despite this, present-day results pertaining 
to maternal mortalities or neonatal deaths are much 
better than heretofore when general anesthesia was 
more frequently used. The significance of all this can 
be attributed to a virtual limitation of anesthesia to a 
local administration for vaginal deliveries. 

In the past four years, I have used local anesthesia 
almost exclusively in private practice. General anes- 
thesia has rarely been used to terminate labor, and the 
parturients are very pleased. The latest editions of 
textbooks by Greenhill and Eastman comment favor- 
ably on the use of local anesthesia in obstetrics. When 
patients are in good rapport with their doctor and 
informed in advance about the use of local anesthesia, 
and tranquilizing medication with small amounts of 
analgesics are used, there is no difficulty in the admin- 
istration of the local anesthesia (Tables 5 and 6). 


Paracervical Block Anesthesia 


Paracervical anesthesia was first described in this 
country by Rosenfeld. Freeman and his associates, in 
1956, studied the effects of this anesthesia in 364 pa- 
tients and recommended it as simple, safe and effective 
for relief of pain in the first stage of labor. I have also 
used this method and concur with these conclusions. 
Premedication, as previously discussed, can be used 
unless the patient is in premature labor. 

Paracervical block anesthesia is used in patients who 
are not adequately relieved of first stage pains by 
analgesic medication. Paracervical blocks are admin- 
istered when the cervix is at least 3 to 4 cm. dilated 
and the uterine contractions are regarded as well 
established. At this time the lower uterine segment is 
usually well formed. The large uterine vessels are 
drawn up higher, and their distance from the vagino- 
cervical junction is increased by several centimeters. 
Their penetration by the needle of injection at this 
time is far less a possibility. The needles pierce the 
angle formed by the juncture of cervix and vagina at 3 
and 9 o’clock positions. They are directed upward 
parallel to the cervical slant into the parametrium for a 
distance of 2 to 3 cm. (Figures I and 2). . 

The usual effect that follows is the immediate 
temporary cessation of uterine contractions and pain. 
Ina short time (five to ten minutes) the contractions 
can be definitely felt again but not as forcefully. The 
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LOCAL ANESTHESIA SOLUTIONS AND MATERIALS* 


60 cc. of 1% procaine or Lidocaine. 


3 min. epinephrine | :1,000. 


125 units of hyaluronidase (Wydase) with procaine. 
Needle 


6-inch—20-gauge for paracervical or pudendal blocks. 
Syringe Loc-Luer (10 or 20 cc.). 
Carved or straight needle directors for paracervical injections. 


*The author has discontinued the addition of epinephrine and hyaluroni- 


Cervical vaginal junction 


§ 
* 
dase, 
Table 6. 
= 
J 
| 
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Paracervical area 
1 
Figure 1. Paracervical nerve block. eS 
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Figure 2. Paracervical nerve block (lateral view). 


Figure 3. Transvaginal pudendal nerve block. 
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epinephrine may in itself be a factor in the initial cx .sa- 
tion of the uterine contractions. The cervix freque itly 
continues to dilate despite the initial absence of ute: ine 
contractions. The patient is considerably relieved. The 
anesthesia frequently lasts for the remaining period of 
the first stage of labor. This may be one and one-half to 
three hours. 

During this interval of anesthesia, the patient is not 
aware of uterine contractions, and their presence is 
detected only by palpating the patient’s abdomen. The 
backache associated with the labor contractions also 
disappears. Occasionally, the patient may have a uni- 
lateral pain of much less severity if the block is inade- 
quate on that side. This can be remedied by an addi- 
tional injection of 2 to 3 cc. of the anesthetic on that 
side. The cervical dilatation appears to occur much 
faster in patients who are given a paracervical block. 

In the performance of over 70 such blocks, I have 
found that the technique of anesthesia administration 
is easy during the first stage of labor. There have been 
no adverse reactions. It must be emphasized that 
aseptic precautions must be strictly observed. Where 
local infection is a likelihood, this procedure should 
not be used. It is no more time consuming than any 
other procedures that are used to eliminate pains of 
the first stage. 

At the present time, a study is being made of the 
simultaneous administration of pudendal and para- 
cervical nerve blocks as a method of pain relief after 3 
to 4 cm. of cervical dilatation. This procedure was 
immediately perceived to be useful. The cervical dilata- 
tion, being a faster one after the paracervical anes- 
thesia, permits the patient to remain adequately anesthe- 
tized by the previously administered pudendal block. 
This obviates additional anesthesia to terminate labor. 

The pudendal nerve block appears to act even more 
effectively after the intervening time of painless cervical 
dilatation. Episiotomy, forceps and repair all can now 
be easily accomplished. The chief disadvantage of the 
combined block is the same as saddle block or caudal 
anesthesia; the patient does not have the same urge to 
bear down. In the combined block, the pudendal nerve 
area is first injected. This gives an initial anesthesia in 
the lower vaginal tube and less discomfort for the 
administration of the paracervical block. 


Transvaginal Pudendal Nerve Block 


The technique for obtaining anesthesia of the peri- 
neum has been developed over a period of nine years 
(Kobak, Evans and Johnson). The obstetric depart- 
ment of the Cook County Hospital uses local anesthesia 
almost exclusively in the delivery of babies. The pu- 
dendal block technique that will be herewith described 
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is the most frequently used at the Cook County Hos- 
pital. Thereby, many thousands of babies have been 
delivered. There have not been any maternal compli- 
cations from the use of this method. 


PROCEDURE 


The identification of the ischial spines is essential 
in the performance of a pudendal block. The anes- 
thesia mixtures have been described above. The orig- 
inal technique has recently been slightly modified. The 
internal pudendal nerve is very close to the ischial 
spine on each side (Figure 3). The needle penetrates the 
vaginal mucosa just below this bony projection. The 
needle is advanced straight (as indicated in numeral 
"]” of Figure 3) for a distance of 1 to 2 cm., and the 
area is aspirated. After aspiration, 2 cc. is injected as 
the needle is retracted to the original site of vaginal 
penetration. Do not withdraw the needle. Downward 
and Jateral pressure is now made on the shaft of the 
needle which bends this flexible instrument (as shown 
in numeral ‘2’ of Figure 3). The needle is now di- 
rected cephalad, a distance of 2 to 3 cm. into the great- 
er sciatic foramen, and periodic aspirations for blood 
are made as the needle is thus advanced parallel and 
in close proximity to the pudendal nerve. Inject the 


anesthesia mixture as the needle is now being with- 
drawn. Ten cc. is the total amount necessary to inject 
on each side, but make certain that at least 3 cc. is 
sprayed in the area where the needle point again passes 
the ischial spine during withdrawal. 

Good anesthesia is usually obtained quickly. It is 
not essential in this technique to try to obtain blood as 
a proof that the needle is in close proximity with the 
nerve area. 

Testing for the adequacy of the anesthesia by prick- 
ing or hemostat pinch of the perineal skin area is 
regarded essential. When pudendal block is used at 
the end of the first stage of labor, do not proceed with 
the delivery until these tests indicate that there is an 
adequate degree of anesthesia present. If these tests, 
after three minutes, fail to indicate satisfactory anes- 
thesia, the procedure can be repeated on the side that 
has failed to respond. 

Transvaginal pudendal techniques have also been 
described by Wilds and Dugger, et al. This procedure 
is initiated when the cervix is 6 to 7 cm. dilated in 
multipara and at complete dilatation in primigravida. 
It can be used for purposes of delivery, and for virtual- 
ly any type of vaginal delivery, except version and 
extraction. 


Dangers of Dextran 


Infusions of the plasma expander, dextran, result in 
a hemostatic defect characterized by a prolonged 
bleeding time. Among 257 patients receiving one 
liter of 6 per cent dextran— 


Langdell, et al., JAMA, 166: 346, 1958. 


42 per cent developed measurable 


The mode of action is not clear, but the phenomenon 
appears to be due to interference with platelet 
activity. Dextran is contraindicated in patients with 
a known bleeding tendency or to whom large trans- 
fusions of whole blood have been given.—R.D. 
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Malabsorption Syndromes 


With the adve 
of newer isotopic technique 
earlier recognitio 

of malabsorption is possible 
This, plus other advances 
allows us to classi 

and trea 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the ninth of twelve 

from the University of Michigan. 


Practical Therapeutics 


MALABSORPTION SYNDROMES 


ROBERT J. BOLT, M.D., ARTHUR B. FRENCH, M.D. 
AND H. MARVIN POLLARD, M.D. 


Section of Gastroenterology, Department of Internal Medicine 


University of Michigan Medical School 
Ann Arbor, Michigan 


CHRONIC DIARRHEA and weight loss are presenting 
symptoms in many patients with obscure and baffling 
problems. When these symptoms are accompanied by 
nonresonant abdominal distention, or by specific signs 
of vitamin, mineral or electrolyte deficiencies, the diag- 
nosis of intestinal malabsorption should be seriously 
considered. 

Recent diagnostic advances— the small bowel biopsy 
tube and simplified absorption tests—make it easier to 
prove that malabsorption is present and to determine 
its nature. Recent therapeutic advances— gluten-free 
diet and adrenal cortical steroid therapy—convert 
many of these chronically fatigued, malnourished in- 
valids into cheerful, active, essentially healthy indi- 
viduals. 

The purpose of this summary is to describe the way 
in which the diagnosis and treatment of these patients 
is approached at the University Hospital. It is recog- 
nized that many controversial points are dogmatically 
presented, but to do otherwise would require extended 
discussion which is not within the scope of this article. 


Classification 


Since the terminology of diseases characterized by 
intestinal malabsorption is a confusing tangle of syno- 
hyms, homonyms and eponyms, it is necessary to 
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define the classification that we use. It is not an original 
one, but rather a convenient amalgum of several 
published classifications (Table 1). 

Primary malabsorption (primary sprue) includes a 
group of diseases that are closely related. Celiac disease 
is the childhood form (also called Gee-Herter’s dis- 
ease). Tropical sprue is the variety that occurs in the 
tropics in adults, while the adult variety found in 
temperate climates is called nontropical sprue (idio- 
pathic steatorrhea, adult primary malabsorption, adult 
celiac disease). Both celiac disease and nontropical 
sprue have been called gluten-induced enteropathy. 

The clinical picture is very similar in each of the 
types of primary malabsorption. The most striking 
differences are in the frequency and severity of specific 
deficiency states, such as iron deficiency vs. macrocytic 
anemia, or in the age at which the deficiency occurs, 
such as osteomalacia vs. rickets. 

The histopathologic picture is also uniform in the 
entire group of primary malabsorption diseases, and it 
has been suggested that the members of the group are 
variants of a single disease. However, it is necessary to 
explain differences in epidemiology and in therapeutic 
response before the single-disease hypothesis can be 
accepted. 

Secondary malabsorption refers to a syndrome similar 
to that of primary malabsorption and may be a mani- 
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CLASSIFICATION 
OF MALABSORPTION SYNDROMES 


- Primary malabsorption (primary sprue). 
A. In children. 
1. Celiac disease. 
B. In adults, 
1. In tropics: tropical sprue. 
2. In temperate zone: nontropical sprue 
(idiopathic steatorrhea). 
Secondary malabsorption (secondary sprue). 
A. Infiltrative disease. 
1. Enteritis. 
a. Idiopathic. 
b. Tuberculous. 
2. Intestinal lipodystrophy (Whipple). 
3. Amyloidosis, scleroderma, etc. 
4. Tumors. 
a. Hodgkin’s disease. 
b. Lymphosarcoma. 
B. Congenital or surgically produced anomalies. 
1. Blind loops. 
2. Extensive resections. 
3. Subtotal gastric resections. 
4. Fistulas. 
C. Endocrine disorders. 
1. Adrenal insufficiency. 
2. Pituitary insufficiency. 
. Error of Digestion. 
A. Pancreatic disease. 
1. In children. 
a. Cystic fibrosis. 
2. In adults. 
a. Pancreatitis. 
b. Carcinoma. 
c. Surgical resection. 
B. Biliary tract disease (malabsorption usually minimal). 
1. Intrahepatic: cirrhosis of any type. 
2, Extrahepatic: common duct obstruction from any cause. 


festation of a wide variety of diseases. Except for the 
postgastrectomy type, it is most commonly seen when 
there is widespread infiltration of the small intestine 
with granulomatous disease (regional enteritis, tuber- 
culous enteritis or peritonitis, Whipple’s intestinal 
lipodystrophy), tumor (lymphoma, Hodgkin’s dis- 
ease), or other disease (amyloid disease, scleroderma). 
The epithelial cells are usually normal in appearance 
but lymphatic channels may often be blocked, particu- 
larly in the granulomas and tumors. 

In other cases there are congenital or surgically 
produced abnormalities, such as blind loops, extensive 
intestinal resection, gastric resection or fistulous con- 


nections short-circuiting part of the intestine. Except 
when the absorbing surface is reduced by loss of 
intestinal length, the cause of malabsorption in this 
group of diseases is not understood. 

Endocrine causes of malabsorption include both 
adrenal and pituitary insufficiency. Mild malabsorption 
is also found in some cases of nocturnal diabetic diar- 
rhea, and of ulcerative colitis. 

In addition to the diseases in which transport across 
the intestinal epithelium is affected, there is a group of 
digestive defects which may be due to extensive destruc- 
tion of the pancreas (chronic pancreatitis, carcinoma, 
fibrocystic disease or surgical removal), or to biliary 
insufficiency (biliary obstruction, cirrhosis). 


Clinical Picture 


The triad of chronic diarrhea, weight loss and 
abdominal distension is suggestive of intestinal malab- 
sorption. If the distention increases during the day and 
goes down at night, if it is distention without resonance 
because the intestinal loops are fluid-filled rather than 
gas-filled, this is strongly suggestive of malabsorption. 
The peristaltie movements of the fluid-filled loops are 
often visible through the thin abdominal wall of these 
badly nourished patients. Classically the stools are 
soft, bulky and rancid, but watery diarrhea is common, 
and a few patients have both normal bowel habits and 
normal appearing stools. 

Weight loss, weakness and fatigue are due to failure 
to absorb all major foodstuffs—carbohydrate, fat and 
protein. Diarrhea is probably due to distention of the 
intestine with unabsorbed digested food and the water 
which dissolves it in isosmolar solution. An additional 
factor producing diarrhea is the irritant effect of unab- 
sorbed fatty acids, and perhaps increased production 
of serotonin may also play a part. 

Most of the other clinical findings can be attributed 
to failure to absorb specific substances. Edema, due 
primarily to low serum albumin, reflects failure to 
absorb protein as well as use of protein as an energy 
source. This is also reflected in osteoporosis (loss of 
ground substance in bone) which may occasionally 
lead to pathologic fractures in these patients. 

Pooling of water in the intestine is due both to its 
presence as a solvent for unabsorbed food and to de- 
creased ability to absorb water. This results in abdom- 
inal distention with a feeling of fullness and occasionally 
crampy pain. The distention is more prominent in 
primary malabsorption than in pancreatic insufficiency 
ahd may account for the anorexia of primary malab- 


‘sorption which is in such contrast to the ravenous 


appetite common in pancreatic insufficiency. Pooling 
of water in the intestine leads to dehydration of the 
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rest of the body and decreased urine volume in the 
daytime followed by increased night urine volume as 
slow absorption finally makes the water available to the 
kidneys. 

Failure to absorb calcium is due both to failure to / 
absorb fat-soluble vitamin D and to formation of in-” 
soluble calcium soaps with unabsorbed fatty acids. In 
celiac disease it leads to rickets and in adults to tetany ~ 
and osteomalacia. Tetany or its milder cousin, ting- 
ling with positive Trousseau and Chvostek signs, is 
the most common of these. Vitamin K deficiency is 
usually subclinical, although an occasional patient will 
have bleeding into skin, gastrointestinal tract or ~~ 
urinary tract as the major complaint. Anemia with its 
pallor and weakness may be due to deficiency of iron, 
vitamin By or folic acid. In celiac disease and non- 
tropical sprue, the hypochromic microcytic anemia of / 
iron deficiency is found more commonly than macro- 
cytic anemia. 

Malnutrition may lead to secondary hypopituitarism 
with postural hypotension, pigmentation and other 
signs suggesting primary endocrine disorder. It is 
sometimes difficult to be sure that an associated 
primary hypopituitarism does not coexist until nutri- 
tion is restored and pituitary activity returns to normal. 

The correlation of symptomatology and failure to 
absorb specific substances is summarized in Table 2. 


CAN BE CORRELATED WITH POOR ABSORPTION 


THE CLINICAL, LABORATORY AND X-RAY FINDINGS IN MALABSORPTION 


Verification Tests for Malabsorption 


The demonstration of deficiency symptoms, as men- 
tioned in the preceding paragraph, may strongly sug- 
gest the diagnosis of malabsorption. However, in order 
to firmly establish the diagnosis, it is necessary to 
demonstrate inability to absorb major components of 
the diet. Diagnostic tests determine the loss of food or 
of a test substance in stool or its appearance in the 
blood stream or in the urine after it has been absorbed. 


Fecat Fat CONTENT 


Direct determination of fecal fat content is the best 
single index of intestinal absorption. When this is 
measured by the van de Kamer method normals aver- 
age 3 Gm. / day and seldom exceed 8 Gm. per day. Loss 
over 10 Gm./day is definitely abnormal. The van de 
Kamer method measures titratable fat, the total of free 
and esterified fatty acid. If fat is measured by weighing. 
as in the Saxon or Fowweather methods, other lipids 
such as cholesterol are included and normal stool 
losses may be heavier. For diagnostic purposes it is not 
necessary to relate fecal losses to dietary intake if in- 
take of fat exceeds 75 Gm./day. For following the course 
of disease and for children whose dietary intake is 
small, it is important to express results in per cent of 
fat intake which appears in stool and to remember that 


OF SPECIFIC SUBSTANCES 


hypopituitarism is not uncommon. 


Table 2. 
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Poor Absorption of Symptoms Laboratory X-ray : 
Protein Weight Loss Decreased serum albumin Osteoporosis a 
Edema and total protein Bi 

Fat Fatigue Abnormal small a 
Carbohydrate Diarrhea Decreased cholesterol, bowel x-ray ‘ 
flat glucose tolerance test sd 

Water Abdominal distention Reversal of day/night Q 
and pain, dehydration urine volume “4 

Calcium Tetany, pathologic fractures Low serum calcium Osteomalacia 4 
Vitamin K Ecchymoses Prolonged prothrombin 4 
time 

Irom { Pallor Microcytic hypochromic 8 
Folie acid Weakness anemia 
Vitamin Bis Macrocytic anemia 
Other substances are also poorly absorbed ease electrolytes) and may contribute to symptomatology. Secondary a 


his 
oth 
ion 
ar- 
OSs 
of 
1C- 

na, 
ry 
nd 
b- 
ce 
an 
re 
se 
re 
n, 
id 

re 
id 
al 
n a 
d 
ie + 
0 = 
y 
of 
y 
y 
n 
y 
147 | 


while normal adults seldom lose more than 10 or at 
most 15 per cent of ingested fat in the stool, children 
less than a year old may lose up to 15 per cent and 
children less than 6 months old up to 25 per cent of 
ingested fat. Fecal fat losses in all our patients with 
untreated primary malabsorption have been greater 
than 12 Gm./day, or 13 per cent of intake. Indeed, 
except for two patients with relatively quiescent celiac 
disease, they have exceeded 20 Gm./day, or 30 per 
cent of intake, so separation of normal from abnormal 
patients is excellent. 

In order to smooth out day-to-day variations in stool 
volume, it is desirable to perform the analysis on a 
three- to five-day collection. At times the weight of fat 
in stool is expressed in relation to dry weight of stool in 
an effort to avoid the necessity of accurately timed and 
complete collections. Since dry bulk of stool increases 
along with fecal fat in sprue, this method of expressing 
results is insensitive and does not satisfactorily sepa- 
rate normal from abnormal patients. 


InpirEct TEsts 


Since fecal fat analyses sometimes are not easily 
available, it is often necessary to use less satisfactory 
indices of intestinal absorption. The nutritional state 
of the patient, signs of specific deficiency states 
(tetany, hemorrhagic tendency), and laboratory evi- 
dence of these deficiencies (low calcium, prothrombin, 


hemoglobin, albumin, cholesterol or carotene levels in 
blood) provide evidence suggestive but not diagnostic 
of malabsorption. 

These signs indicate that further study is neces- 
sary. Since these low values are really indices of gen- 
eral or specific nutritional deficiencies, rather than 
direct indices of absorption defects, they are often 
absent in mild and recently acquired absorption de- 
fects. The presence of a number of these low values 
increases the likelihood of malabsorption. The com- 
bination of low cholesterol ( below 100 mg./100 ml.) 
and low albumin (below 3.5 Gm./100 ml.) is very 
strongly suggestive of malabsorption. 

Fecal losses may be roughly evaluated by gross and 
microscopic examination. Most fatty stools float, but 
so do many others. Many are grayish and bulky, but 
some are loose and watery. Increased meat fiber, starch 
granules and fat globules are found on microscopic 
examination in about 75 per cent of cases with signifi- 
cant malabsorption, but both false positives and false 
negatives occur. 

The reliability of the Sudan stain for fecal fat may 
be somewhat increased by heating the stool suspen- 
sion on the slide with glacial acetic acid and the alco- 
holic solution of Sudan IV before examining it under 
the microscope. 
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ABSORPTION TESTS 


After administration of a test substance, more reliable 
indices of absorption can be obtained. Blood curves 
give evidence concerning rate of absorption rather than 
total absorption, and they do not quantitatively reflect 
losses as measured in stool. In general, they serve 
better as screening tests. They are unsatisfactory for 
quantitation of malabsorption or for following a pa- 
tient’s progress. However, as screening tests, the 
vitamin A tolerance test or the I'*!-triolein blood 
curves provide the most reliable information available 
in the absence of fecal fat analyses. 

Vitamin A should be given as the palmitate ester 
since this is more readily absorbed than the alcohol 
and it is also better absorbed in the presence of fat such 
as olive oil. We use 5,000 I.U./kg. of vitamin A 
palmitate in 0.5 ml. olive oil/kg. Eighty-five per cent of 
normals show a rise to over 500 I.U./100 ml. of serum 
at four to six hours. Patients with primary malabsorp- 
tion show a rise of less than 250 I1.U./100 ml. before 
therapy. However, 15 per cent of normals have flat 
curves, and in secondary malabsorption, particularly 
after gastrectomy, there are both falsely high and 
falsely low curves. 

I'*!.triolein blood curves give results very similar to 
those with vitamin A curves, but glucose tolerance 
curves are distinctly less reliable. Although most 
patients with primary malabsorption have flat glucose 
tolerance curves, so have many normals, while several 
types of secondary malabsorption are accompanied by 
high glucose curves. 

Where an isotope unit is available for thyroid tests, 
it will be convenient to use I'*!-triolein blood curves, 
while if the unit is not available the vitamin A methods 
of May, Blackfan, et al, or of Paterson and Wiggins are 
not difficult and are fairly widely available. 

Fecal radioactivity determinations after I'*!-triolein 
do not, according to our studies, separate normals 
from abnormals in borderline cases as well as the blood 
curves. However, they provide a more nearly quantita- 
tive index of fat losses than do blood curves and are 
preferable for following the patient’s course if chemical 
fecal fat determinations are not available. 

The d-xylose test which measures the output of d- 
xylose in a five-hour urine collection after giving a 
25-Gm. test dose, is gaining popularity. The chemical 
determination is almost as simple as that of blood I’ 
or vitamin A, and no venipuncture is required. How- 
ever, while it has been shown to separate patients with 
clear-cut primary malabsorption from normals, it has 
not yet been shown to be a quantitative index of 
steatorrhea or to separate borderline abnormals from 
normals. 


GP Volume XIX, Number 3 


2 
= 
a 
d 
} 3 
} 
f 
4 
: 
| 


CASE: NONTROPICAL SPRUE 


History: 
_ M. E., No. 860843, 37 yr. white female, had sight weeks of 


visible peristalsis. No specific signs of vitamin or mineral 


diarrhea following delivery of second child in January, 1950. deficiency. 
'~ Onset of persistent diarrhea after delivery of third child in 
Jonvary, 1956. Associated weight loss, abdominal pain, day- 
abdominal distention. Admitted May, 1957. Y 

Hb. 14.3, HCT 48%, WBC 9,700, protein 7.3 Gm. %, olbu- 
. Physical Examination: min 3.8 Gm. %, cholesterol 47 mg. %, calcium 8.3 mg. 
n _ Thin, undernourished, B.P. 110/60, abdomen distended with %, prothrombin 43%. 
e 
rr Before Treatment During Gluten Free Diet 
e ~ 
d 
h 
\ 
f 
4 
t 
d 

“propria with leuco- 
tytes. 
D. Improvement at 
| four months, but 
gbnormalities still 
obvious. 
y 
Date: HOUSE DIET — 5/1/57 - 5/5/57 GLUTEN FREE DIET — 9/5/57 - 9/10/57 
Before treatment 
While on gluten i 
C free diet, marked } 

improvement in all i}! 

4 
1 

Ee 

a. b. 

‘ On o gluten free diet nontropical sprue patients, in our ex- less dramatic and none has reverted to normal. 

__ Perience, have shown both subjective and objective improve- This patient's cholesterol rose to 188 mg. %, serum al- 
: Note x-ray and absorption studies in this case. im-  bumin to 5.8 Gm. %, and prothrombin to 100% while on 
f | Provement in histologic appearance of small bowel has been gluten free diet. 
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CASE: WHIPPLE’S INTESTINAL LIPODYSTROPHY 


History: 

E.S., No, 858753, 43 yr. white female with intermittent hot, 
swollen, tender joints during 3 year period 1953 to 1956. 
With improvement of arthritis, patient noticed onset of diar- 
thea in June, 1956. Fever, cough, weakness, weight loss 
(120 te 84 pounds), and swollen, tender lymph nodes were 
noted. 


Physical Examination: 
Emacioted, temperature 102° F, B.P. 86/56, tender, general- 


ized lymphadenopathy, distended abdomen, visible perista! 
sis, liver 6 cm. below right costal margin. 


Laboratory: 

HB. 10.5, RBC 2.4,HCT 34%, WBC 5,050, Kahn 44. with 
negative treponemoa immobilization test, cholesterol 71 mg. 
%, protein 7.8 Gm. %, albumin 3.7 Gm. %, calcium 8.4 
mg. %. 


stein. Note 


12/16/36 - 12/20/57 


in spite of markedly 
eabnormal small bow- 
el biopsy, absorp- 
tion studies show 
minimal abnormal- 


1/4/57 - 1/10/57 


ity. No treatment of 
proven value. 
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‘The most common type of malabsorption is that 
following gastrectomy, while that occurring with 
regional enteritis is about as common as primary mal- 
absorption. It is in these diseases that different tests 
are particularly likely to give divergent results. The 
same can be said of the serum carotene level. It has been 
shown to be a rough screening test but it has not been 
shown at what level of steatorrhea it becomes abnormal. 
In other words, we do not know whether it picks up all 
patients with steatorrhea or only the severe ones. We 
also do not know how useful the test is in secondary 
sprue, in postgastrectomy or steatorrhea of pancreatic 
insufficiency. On theoretic grounds, it is an index of 
nutrition, not of absorption. Once these areas of ignor- 
ance are clarified we will know how much we can 
depend on d-xylose and serum carotene tests. 

In summary, chemical fecal fat determinations on a 
three- to five-day collection provide the most reliable 
index of malabsorption. When this is not available, 
vitamin A or I'*!-triolein blood curves after a test meal, 
provide reasonably good separation between normals 
and abnormal patients. Fecal I'*! determinations are 
usefui for following patients. The d-xylose test is pro- 
mising but only partly proved. 


Differential Diagnosis 


The differentiation of the precise type of malabsorp- 
tion present requires careful consideration of the 
clinical symptoms and course, the physical signs, the 
laboratory and radiologic abnormalities and, in some 
cases, the small bowel biopsy and duodenal drainage 
findings. 

Table 3 depicts one of our cases of primary (non- 
tropical) sprue. The insidious course of primary sprue 


‘“"SHINER’’ BIOPSY TUBE 


is quite characteristic and undernutrition is usually 
prominent by the time the diagnosis is established. 
Although intermittent abdominal pain can and does 
occur, this is the exception rather than the rule. The 
separation of primary malabsorption from secondary 
malabsorption and from digestive defect depends on 
the demonstration of the histologic changes depicted 
in Figures C and D of Table 3. The coalescent villi, 
leukocytic round cell infiltration in the tunica propria, 
apparent mucosal atrophy and relative increase of 
“goblet cells” have been invariably present in our cases 
of primary sprue. 

Secondary sprue cases are recognized as such when 
the basic disease process manifests itself. Thus, pa- 
tients with malabsorption, lymphadenopathy and 
fever should be suspected of infiltrative or inflam- 
matory disease of the small bowel or small bowel 
lymphatics. A positive diagnosis can frequently be 
made when biop$y of a peripheral node is carried out. 
In some instances liver or spleen biopsy, or explora- 
tory laparotomy and biopsy of mesenteric nodes may 
be necessary. If, in addition to the malabsorption, 
fever and lymphadenopathy, arthritis is present, the 
possibility of Whipple’s disease is strongly suggested. 
Table 4 depicts a typical case of Whipple’s intestinal 
lipodystrophy recently diagnosed by means of trans- 
oral small bowel biopsy. The finding of PAS positive 
macrophages in the tunica propria of the small bowel 
is typical of this disease and is one of the chief reasons 
for the use of transoral small bowel biopsies in all 
cases of malabsorption. Diagnosis of other entities 
in the secondary malabsorption group depends on the 
demonstration of fistulas, stenotic segments of small 
bowel or blind loops by means of small bowel x-ray. 
Pancreatic insufficiency is usually preceded by 
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Figure 1 demonstrates the small bowel biopsy tube devised by Shiner. 
We have used this tube in obtaining over 150 specimens from 54 
patients. The procedure is as outlined in Tastr. 7. 
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CASE: POSTPANCREATIC RESECTION 


History: 

R.S., No. 684952, age 29, white female, had subtotal pan- 
createctemy, duodenectomy and subtotal gastrectomy for 
leiomyosarcoma of duod: in D ber, 1953. insulin 
(10 to 20 units daily) started in 1954. From 1954 to 1957 
patient noted persistent diarrhea and gradual weight loss. 
Swelling and pain in legs first noted in February,1957. Ad- 
mitted to University Hospital, March, 1957. 


Physical Examination: 
B.P, 85/45, malnourished, edema of legs. Tender, red super- 
ficial veins, left leg. 


Laboratory: 
Hb. 12 Gm., HCT 38%, WBC 7,800, fasting blood sugor 172 
mg. %, serum protein 6.3 Gm. %, albumin 2.7 Gm. %, 


Small Bowel Biopsy: 
Normal appearing 
small bowel. Com- 
pare with biopsies 
on previous panels. 


Small Bowel X-ray: 
Altered motility and 
changes similar to 
nontropical sprue 
again seen. Altera- 
tion of small bowel 
pattern con be seen 
in all types of mal- 
absorption. 


4/1/57 - 4/6/57 
NO PANCREATIN 
WEIGHT 88 


Absorption Data: 

Confirm presence of 
malabsorption. Oth- 
er studies are nec- 
essary to determine 
type of malabsorp- 


10/14/57 - 10/19/57 11/23/57 - 11/28/57 
PANCREATIN PANCREATIN 
1 GM EACH MEAL 


WEIGHT 116 


4 GMS EACH MEAL 
WEIGHT 125 


tion. 
Treatment consists 
of adequate doses 


of pancreatin and 
insulin. This patient 
is feeling well and 


working full time on 
poncreatin and in- 
sulin therapy. 
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symptoms resulting from pancreatitis or tumor, both 
of which usually cause pain and often cause diabetes. 
An x-ray study often shows calcific densities within 
the pancreas. 

The most reliable differential diagnostic test is the 
absence of pancreatic enzymes from the duodenum 
after stimulation. A double-lumen tube with holes 
spaced to aspirate gastric contents as well as duodenal 
contents is desirable. Secretin is the traditional secre- 
tory stimulus, in which case volume and bicarbonate 
content of duodenal juice should be measured. We 
prefer Uecholine as the secretory stimulus and meas- 
ure amylase and trypsin. Amylase can be measured in 
duodenal contents as in blood. Trypsin can be meas- 
ured by digestion of x-ray film of serial dilutions of 
duodenal contents as described by Schwachman. The 
Sedetermination of trypsin in stool for which this tech- 
iigue was Originally described is unreliable in adults. 
Once the colonic bacterial flora is established, a bac- 
ierial protease may be present and bacteria can in- 
ictivate pancreatic trypsin. 

Other tests have been described which depend on 
the fact that.in pancreatic disease, digestion is im- 
pared while absorption of digestion products is 
presumably normal. Thus, the absorption of starch 
has been compared with that of glucose, and ab- 
sorption of I'*!-triolein with that of I'*!-oleic acid. 
thas been shown that in many patients with pan- 
teatic disease, there is dissociation between the 
members of a pair of tests. It has not been shown how 
den this dissociation occurs in the absence of pan- 
Geatic disease, and it has not been shown how the 
isefulness of the tests relates to the severity of pan- 
treatic disease. While these tests are simpler than the 
malysis of duodenal contents, and while they offer 
promise, at the present time it is felt that their re- 
liability is not clearly established. 

Table 5 demonstrates a case of pancreatic insuf- 
ficiency, in this instance the result of surgical re- 
section. The x-ray demonstrates abnormality of small 
bowel pattern. In our experience this is seen in the 
majority of patients with malabsorption, regardless of 
the type, but is not usually present in patients with 
digestive defects. Normal appearance of the small bowel 
is, however, occasionally seen in patients with second- 
aty sprue. We have never seen a normal small bowel 
pattern in patients with primary sprue. 

Table 6 summarizes the pertinent points mentioned 
inthe preceding discussion. 


Small Bowel Biopsy 


This phase can best be presented visually. See figures 
land 2. 
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Figure 2 shows the head of the biopsy tube in the duodenum. There 
have been no complications using this tube. There is no doubt that 
transoral small bowel biopsy is a vatuable diagnostic technique and 
one that will soon be generally available. 


Treatment 


The treatment of malabsorption syndromes can be 
divided into three major categories corresponding to 
the three major groups in the classification in Table 1. 
In general, primary malabsorption is best treated by 
the use of one or any combination of gluten-free diet, 
folic acid or vitamin Bo, and adrenal cortical steroid 
therapy. In our experience, the modified gluten diet 
alone has been effective in treatment of primary non- 
tropical sprue. Supplementary therapy with iron, folic 
acid, calcium, vitamin K or other specific substances 
is indicated for correction of whatever specific de- 
ficiencies are present. Adrenal cortical steroid therapy 
is effective but unnecessary in our experience, since 
all patients with primary malabsorption have responded 
to gluten restriction. 

Much of our success with the modified gluten diet 
is the result of excellent patient instruction and follow- 
up by members of the dietetic department. 

Miss Margaret Abowd deserves our appreciation for 
preparation of a modified gluten diet and especially 
for her careful instruction and follow-up of patients. 
Careful instruction is given to the patient and he is 
advised to read the labels on all packaged and pre- 
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DIFPERENTIAL DIAGNOSIS OF MALABSORPTION 


Primary 


Secondary 


of Digestion 


Insidious 


See Table 2. Findings are re- 
sult of malnutrition 


Small bowel detail films in- 
variably abnormal 


Coalescent villi, round cell 
infiltration of tunica propria, 
mucosal atrophy 


Dependent on basic disease 


Table 2, plus symptoms of 
underlying disease, viz: fever, 
lymphadenopathy, arthritis, 
—Whipple’s fever, lymphaden- 
opathy, splenomegaly—lym- 
phomas, fever, pain—enteritis 


Table 2. Occult blood in stool 
suggests secondary 


Small bowel films may show 
fistulas, blind loops, stenotic 
areas, etc. 


1. May show congestion, in- 
flammation, etc. in enteritis. 
2. PAS-positive macrophages 
with or without dilated lac- 
teals are diagnostic of Whip- 
ple’s disease. 

3. May be normal. 


Usually accompanied by re- 
current abdominal! pain early 
in course of disease 


Absence of pancreatic enzymes 
in duodenal aspirate. 


Calcification in pancreatic area 


Normal 


pared foods. Any food containing wheat, rye, oats or 
barley should be avoided. The subjective response to 
this diet has been dramatic and quite rapid. Objective 
improvement may be somewhat slower. 

Others have reported dramatic results in very acute 
or chronic resistant cases following the administration 
of the steroid drugs. Relatively small doses of these 
drugs (5 to 10 mg. of prednisolone daily) are required 


most dramatic in treatment of tropical sprue. It is 
occasionally valuable as adjunctive treatment but never 
as complete treatment in nontropical sprue. 
Treatment of patients with secondary malabsorption 
is aimed at the underlying disease. Thus, those indi- 
viduals with enteritis may require the use of seda- 
tives, anticholinergics and, in some cases, steroids. 
Patients with tumors require some form of irradi- 


for maintenance. Folic acid or vitamin By: therapy is ation or chemotherapy. Congenitally or surgically 


produced anomalies may be corrected by surgery in 
some cases. 

In addition to these specific measures, general 
measures to maintain nutrition must be utilized in 
all cases. This includes an adequate and nutritious 
diet and supplements of iron, calcium, vitamins and 
folic acid as indicated. 

Treatment of patients with an error of digestion 
associated with pancreatic deficiency from any cause 
requires the use of pancreatic extract in adequate 
dosage, plus correction of any specific deficiencies 
that are present. Dosages of from 8 to 25 Gm. daily 
are required regardless of the type of pancreatin 
preparation employed. In children with cystic fibrosis, 
careful attention must be given to the occurrence of 
secondary infections. 


METHOD OF BIOPSY (’’SHINER’ TUBE) 


. Patient fasting—no other preparation. 
Gargle with 4 cc. of 2% xylocaine. 


Pass tube inte stomach and under fluoroscopic 
guidance into duodenum. 


Inflate balloon—allow to pass into terminal duo- 
denum or proximal jejunum. 


. Open knife—apply 60-80 mm. mercury suction— 
close knife. Repeat if multiple biopsies desired. 
Remove tube and immediately place biopsy speci- 


mens in desired fixatives. Two to five specimens 
can usually be obtained so multiple fixation is 
possible. 


Bo oa A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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Single Dose of PAS in Association with INH 


AtrnoucH PAS has been used in the treatment of 
tuberculosis for more than ten years, the optimal dose 
and regimen of therapy have not yet been determined, 
according to Bridge and Carr. The usually recommend- 
ed dosage is 3 Gm. of PAS three or four times a day. 
As the free acid irritates the gastrointestinal tract, 
various salts or enteric preparations have been used, 
and the dose has been adjusted as indicated. In spite 
of the use of these compounds, gastrointestinal irrita- 
tion is common, and many patients are not able to take 
the recommended dose. 

In a series of 47 cases of pulmonary tuberculosis, the 
authors found that a single daily dose of 5 Gm. of PAS 
(7Gm. of the sodium or calcium salts) given in associ- 
ation with 150 mg. of isoniazid twice daily was both 
better tolerated and just as effective as the conventional 
dosage of PAS. Only 4 per cent of the patients were 
unable to take the single dose of PAS. This stands in 
sharp contrast to the authors’ experience with the con- 
ventional dosage in which 16 per cent of patients are 
intolerant to the medication. (Am. Rev. Tuberc., 
78:749, 1958.) 


Tuberculin Testing and Case Finding 


Woop anp His AssociaTEs record their observations of 
tuberculin and histoplasmin skin tests done yearly on 
kindergarten children in Kansas City for the past ten 
years. During seven of those years, retests of the non- 
reactors in the kindergarten were performed the fol- 
lowing year in the first grade. The youngest of school 
children were selected for this study because if tuber- 
culous infection had occurred, it would be relatively 
tecent, and their contacts would be limited and easier 
to follow. 

As expected, the yield of new tuberculosis cases 
among the children was low. Among the adults, there 
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Tips from Other Journals 


was a surprising number of new, previously unknown 
cases of tuberculosis. The average was about 12 times 
that obtained by mass roentgenographic survey. 

The survey revealed another fact of considerable 
public health interest. The percentage of children in- 
fected with tubercle bacilli at the time of entrance into 
school is the same now as it was ten years ago. Fur- 
thermore, the percentage of children who became in- 
fected during their first year in school was relatively 
high, and showed no tendency to decline over the period 
of seven years’ observation. These relatively constant, 
annual tuberculin prevalence and conversion rates 
should represent a reasonably accurate index of tuber- 
culosis control within the city. 

The study also indicated that there was a direct re- 
lationship between the size of the tuberculin reaction of 
young children and the likelihood of the presence of 
active tuberculosis among the adult contacts. 

The cost of finding a case of tuberculosis by these 
methods is about the same as for the mass roentgeno- 


graphic method. (Am. Rev. Tuberc., 78:667, 1958.) 


Dyspnea and Parkinson's Syndrome 


RESPIRATORY STUDIES On nine patients with Parkinson’s 
syndrome were performed by Nugent and his associates. 
Five of these patients had dyspnea on mild exertion. 
These: patients had the greatest impairment of muscle 
control and the most marked incapacity in terms of the 
activities of daily living. No anatomic abnormalities 
were observed in the lungs or thoracic cage. However, 
dynamic abnormalities, such as rigidity or weakness of 
the diaphragm, chest wall muscles, or other muscles of 
respiration, contributed to their restrictive defect. A 
decreased ability to perform rapid, repetitive move- 
ments and poor muscle control were associated with the 
respiratory defect. Two subjects had an improvement 
of pulmonary function while receiving anti-Parkin- 
sonian drugs. (Am. Rev. Tuberc., 78:682, 1958.) 
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Adenovirus Pneumonia 


THE ADENOVIRUSES comprise about 18 distinct antigenic 
types that have been isolated from tonsils and adenoids, 
throat secretions, conjunctival exudate, mesenteric 
lymph nodes and stools. This is the group previously 
designated as the APC viruses (adenoidal-pharyngeal- 
conjunctival). 

Blattner has reviewed the recent literature concern- 
ing these agents as causes of at least one form of primary 
atypical pneumonia. These reports from France de- 
scribe epidemics of severe viral pneumonia in children 
living under crowded conditions. Onset was acute, 
fever was high, and conjunctivitis or rash were oc- 
casional features. Antibiotics were useless. Virus isola- 
tion and typing revealed several types of adenoviruses. 

The original authors stress consideration of adeno- 
virus vaccine for use in susceptible groups of children. 


(J. Pediat., 53:631, 1958.) 


A Function of Hageman Factor 


Ir IS WELL RECOGNIZED that surface contact activates 
blood clotting. No one explanation of this effect has 
seemed adequate ; it occurs promptly in plasma that is 
completely platelet free. 

Johnston, Ferguson and O’Hanlon studied this 
phenomenon using a method in which plasmas deficient 


in various clotting factors are exposed to asbestos sur- 
faces. Asbestos treatment of normal plasma samples, as 
well as those deficient in AHF, PTC, proconvertin, 
prothrombin, proaccelerin and Stuart factor, caused 
acceleration of clotting time. Only Hageman-factor- 
deficient plasma was not activated by comparable treat- 
ment. In addition, purified Hageman factor prepara- 
tions frem normal sera simulated activation. Further 
modifications of the test indicated that surface activa- 
tion of clotting resulted from Hageman factor activation 
and was not due to inhibitor adsorption. 

Besides elucidating a function for this factor, the 
authors believe that asbestos treatment of plasma may 
serve as a presumptive test for Hageman trait (de- 
ficiency). (Proc. Soc. Exper. Biol. ¢ Med., 99:197, 
1958.) 


Mumps Virus in Urine 


THe mumps virus has been demonstrated in the urine 
of a few patients, but the method has required con- 
siderable dilution of the urine thus reducing the 
chances of positive cultures. Utz, Szwed and Kasel 
have developed a technique that results in three times 
as many mumps virus isolations as simultaneously test- 
ed portions of the same urine prepared by simple 
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dilution. This technique involves concentration ©! the 
urine by ultracentrifugation prior to tissue culture 
inoculation. 

Mumps virus was recovered from the urine of each of 
13 patients within the first 14 days after onset of salivary 
gland pain or swelling. Virus was isolated as early as 
the first and as late as the fourteenth day of illness, 
These observations are consistent with the concept that 
widespread dissemination of virus has occurred when 
parotid swelling begins. Further, excretion of virus 
continues during the phase of acute clinical illness. 
Clues as to where virus may be harbored between 
epidemics may be obtained by studying viruria for 
longer periods in mumps patients. (Proc. Soc. Exper. 
Biol. & Med., 99:259, 1958.) 


Laryngeal Palsy and Spontaneous Pneumothorax 


THE OCCURRENCE of laryngeal paralysis following spon- 
taneous pneumothorax is very uncommon, according 
to Palmer and Gupta. The authors present a case of 
spontaneous pneumothorax in which there was a simul- 
taneous onset of pain and loss of voice. The loss of 
voice proved to be due to paralysis of the left vocal 
cord, 

The dramatic, sudden and concurrent precipitation 
of the spontaneous pneumothorax and left recurrent 
laryngeal nerve involvement suggests a possible inter- 
relationship. The nerve might have been damaged 
mechanically owing to mediastinal shift. (Brit. J. 


Tuberc., 52:328, 1958.) 


Viomycin Hypersensitivity 


Viomycin 1s well known to be responsible for toxic 
reactions especially when given daily, according to 
Benians and Pinto. On this dosage, albumin, red blood 
cells and casts were frequently found in the urine. 
Other symptoms of toxicity were rarer, but maculopap- 
ular erythematous rashes were recorded and sometimes 
were of such severity as to necessitate termination of 
therapy. Because of these toxic reactions, there has 
been a modification of the method of treatment, where- 
by an average-sized adult receives 2 Gm. of viomycin 
twice weekly in divided doses. Even this regimen is not 
free from risk. 

The authors present a case in which viomycin at 
dose of 2 Gm. twice weekly led to renal damage, drug 
fever and extensive rash. The patient died. At autopsy, 
the kidneys showed necrosis and desquamation of the 
epithelium of the tubules. Hyaline and cellular casts 
were seen in the tubules. Interstitial tissue appeared 
edematous and infiltrated by lymphocytes. The glom- 
eruli were normal. (Brit. J. Tuberc., 52:325, 1958.) 
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origin 


100 Coronary Patients 100 Control Subjects 


Influence of heredity, diet (fat content high), and emotional stress of occupa- 
tional origin in the development of coronary artery heart disease. 


Genesis of Coronary Artery Disease 


RussEK AND ZOHMAN assayed the relative significance 
of heredity, diet and emotional strain of occupational 
origin in the pathogenesis of coronary artery heart 
disease of young adults. In order to accomplish this, 
they conducted a close analysis of 100 coronary pa- 
tients between the ages of 25 and 40 years, and of a 
similar group of 100 normal control subjects. Results 
were as shown in the diagram above. 

The results of this study were all the more striking 
when consideration was given to combinations of two 
or more of the three factors that were being assayed. 
This aspect of the study is shown in the diagram above. 
(Am. J.M.Sc., 235 :266, 1958.) 


Meconium Peritonitis 


MECONIUM PERITONITIs is due to rupture of a portion of 
the gastrointestinal tract during late uterine or early 
neonatal life. Bacterial peritonitis does not occur until 
the gastrointestinal flora is established—usually after 
24 hours of extrauterine life. The most common 
etiologic factors for meconium peritonitis are atresia of 
the bowel, volvulus and meconium ileus. 

Gilbert and Rainey report a case of meconium 
peritonitis due to rupture of a Meckel’s diverticulum. 
Death occurred six hours after birth. The gross ap- 
pearance of the site of perforation, the adjacent bowel 
and the extent of the peritonitis indicated that the 
perforation occurred prior to delivery. 

Meconium is present in the 3-month-old embryo 
intestine, but peristalsis— probably necessary for per- 
foration to occur—has not been observed prior to the 
fifth month. Therefore, meconium peritonitis probably 
does not occur before the last half of gestation. The 
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mortality is extremely high, but early and immediate 
abdominal exploration has occasionally resulted in 


survival. (J. Pediat., 53:597, 1958.) 


Tuberculosis Mortality in Elderly Men 


MONK AND TERRIS COMMENT On a curious phenomenon 
in the epidemiology of tuberculosis. This was the in- 
crease in tuberculosis mortality among elderly men that 
occurred during the decade from 1940 to 1950. It was 
not merely a relative increase, but an absolute rise. It 
was observed in many of the larger cities of the United 
States, and indeed in other parts of the world. 

Two factors were evident in the study of tuberculosis 
mortality during the decade in question. These were 
age and economic status. For example, in a city like 
Buffalo, during the period from 1940 to 1950, although 
the tuberculosis death rate for men of all ages declined 
by 17 per cent, it actually rose by 7 per cent for men 55 
to 64, and by 55 per cent for men 65 and over. That 
increase in mortality rate was related to people in the 
poorest economic quartile of the city. 

Although various explanations might be offered for 
the change, the authors proposed that the increase was 
a temporary one caused by World War II. The follow- 
ing factors were mentioned. 

1. Lowered resistance to tuberculosis in older men 
who returned in large numbers to work in industry. 

2. Lowered resistance as a result of nutritional 
deficiencies (in some nations). 

3. Increased exposure to tuberculosis as a result of 
population movements. 

4. Tendency of older men to react more unfavorably 
to adverse environmental conditions, not only because 
their general resistance to infection was poorer, but also 
because they carried within themselves a greater 
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number of old tuberculosis infections that were re- 
activated. 

In support of these views, Monk and Terris noted 
that recent data appear to indicate that tuberculosis 
mortality among older men again is declining. (Am. J. 
Pub. Health, 48:1020, 1958.) 


Hepatic Abscesses due to Ascaris 


THAT ASCARIASIS is not an entirely benign condition is 
demonstrated by the case reported by Thannisch. A 
2% -year-oid girl with a strong family history of round- 
worm infestation passed several worms in the stool. 
Her mother administered a patent medicine containing 
gentian violet. Two weeks later she was hospitalized 
with severe abdominal pain and high fever. The liver 
soon began to enlarge massively. When it was noted to 
be nodular, laparotomy was done. In a liver biopsy 
taken at operation, numerous Ascaris ova and a portion 
of an adult worm were found. Complete recovery fol- 
lowed a stormy course. 

Hepatic abscesses in this infestation appear to be due 
to migration of worms into the bile ducts. This often 
seems to follow use of gentian violet. Piperazine is the 
treatment of choice since it paralyzes the parasite and 
prevents migration. (J. Pediat., 53 :602, 1958.) 


Scalene Node Biopsy 


NOHL REPORTS his experience with 58 scalene node 
biopsies in the diagnosis of intrathoracic disease. His 
results establish without question the value of this 
diagnostic procedure. However, he observes that the 
percentage of positive biopsies depends on the thor- 
oughness with which the operation is carried out. He 
condemns “keyhole surgery” and recommends that 
the area to be laid bare, by removing all fat and its en- 
meshed lymph nodes, is exposed by dissecting along 
the internal jugular vein downward toward its junction 
with the subclavian vein. Laterally the removal of tissue 
is carried at least as far as the external jugular vein, but 
as there are often lymph nodes lying in the fat overly- 
ing the brachial plexus, there is no objection to dividing 
this vein and thus extending the dissection still further 
laterally. 

After operation, it is advisable for the surgeon to 
remove all the lymph nodes, some of which are often 
no bigger than pinheads, This is best achieved with the 
bare fingers feeling for the different consistency of the 
lymph nodes in the surrounding fat. Once the whole 
block of tissue is hardened by formalin, it is not so 
easy to distinguish the glands from the fat, and recourse 
to multiple serial sections is necessary. 

The results of the present study provide a guide to 
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the question of which side should be explored. Rig iit- 
sided chest lesions give rise to pathologic changes on 
the right. In cases where no supraclavicular lymph 
nodes are palpable, the right supraclavicular region 
should be explored irrespective of whether the lesion 
in the chest is on the left or right. Similarly, in bilateral 
lesions, a right scalene node biopsy is advised. Only 
when the left supraclavicular nodes are palpable should 
this side be operated upon. A bilateral exploration is 
justified only when a right scalene node biopsy is nega- 
tive and the case cannot be diagnosed by any other 
means. In the presence of bilateral hilar lymph node 
enlargement, the right scalene node is removed. In the 
author’s experience, even left upper lobe carcinoma 
gives rise to metastasis more often in the right than in 
the left scalene group of nodes. Scalene biopsy was 
particularly helpful in sarcoidosis, being positive in 


eight out of 11 cases. (Brit. J. Tuberc., 52:286, 1958.) 


Pneumoperitoneum for Esophageal Hernia 


MAISEL BELIEVES that pneumoperitoneum, the injection 
of air into the abdominal cavity, has proved a useful 
form of treatment for patients with the signs and symp- 
toms of esophageal hiatal hernia. A major concern to- 
day is how best to treat an esophageal hiatal hernia in a 
geriatric patient when a careful course of medical 
therapy has failed to control the symptoms and com- 
plications of the hernia, and surgical repair cannot 
safely be undertaken. Pneumoperitoneum produces a 
striking visceroptosis of the stomach and elevation of 
the diaphragm. The herniated segment of gastric cardia 
may drop out of the mediastinum, and thus explain the 
relief of symptoms noted. However, this does not occur 
in each patient treated with pneumoperitoneum. 

Another effect of pneumoperitoneum is provided by 
the elevation of the diaphragm. As the diaphragm is 
stretched and elevated, it produces a tightening at the 
esophageal crux. It has been found that this tightening 
of the diaphragm of the lower esophagus will produce a 
sphincter-like effect slowing barium as it is swallowed 
and preventing the rumination of gastric contents. It 
is possible that the control of rumination of gastric 
juices into the esophagus by the diaphragmatic sphinc- 
ter produced by pneumoperitoneum allows superficial 
mucosal ulcers in the gastric cardia and lower esoph- 
agus to heal, and thus abolishes the symptoms. Healing 
of the superficial ulcers will stop the gastrointestinal 
hemorrhage that may accompany an esophageal hiatal 
hernia. 

Inasmuch as the signs and symptoms related to 
esophageal hiatal hernia are aggravated at night when 
the patient is lying flat in bed, it is recommended that 
the head of the bed be elevated eight inches on shock 
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blocks. This position for sleep maintains the visceropto- 


tic effect and prevents rumination of gastric juices, for 
these juices would have to run uphill against gravity. 
(Am. Rev. Tuberc., 78:623, 1958.) 


Diabetes and Congenital Anomalies 


Rusin AND Murpuy EmpuasizE the difficulties of report- 


ing the incidence of congenital malformations in pop- 
ulation groups. These authors were interested primarily 
in determining the effects of parental diabetes on this 
incidence. The factors that influence such reporting 
include: definition of congenital malformation ; sources 
of statistics; diagnostic criteria; maturity of fetus at 
time of diagnosis; whether the infant is alive or dead, 
and whether autopsy material is available. 

In studying these factors in relation to parental 
diabetes, and taking into account the closer observa- 
tion usually afforded to children of known diabetics, 
these investigators conclude that there is little signifi- 
cance to the previously reported high incidence of con- 
genital anomalies among the offspring of diabetic 
women. Further, there is no evidence of an increased 
frequency of such cases among the offspring of diabetic 
men. (J. Pediat., 53:579, 1958.) 


Hemopericardium and Anticoagulants 


From Norway, Aarseth and Lange report on the influ- 
ence of anticoagulant therapy on the occurrence of 
hemopericardium following myocardial infarction. 
They studied 89 cases of hemopericardium found at 
autopsy. Thirty-three of these patients (37 per cent) 
were receiving anticoagulant therapy at the time of 
death. Eighty-one cases showed myocardial rupture, 
three had rupture of the ascending aorta, and five had 
hemopericardium without rupture. All of the five pa- 
tients having hemopericardium without rupture were 
in the treated group. Levels of anticoagulation varied, 
but at least eight patients were known to have an ex- 
cessive effect prior to death. 

In a further study, these authors analyzed autopsy 
findings in 1,044 cases of fatal myocardial infarction. 
After excluding all those with inadequate anticoagulant 
effect, there were 69 patients who were receiving effec- 
tive anticoagulant therapy. These were compared with 
a group of 72 control patients of corresponding age 
and sex. As shown in the diagram at the right, the 
incidence of hemopericardium (with or without cardiac 
Tupture) was about twice that in the control group. 

These observations are interpreted as indicating 
that anticoagulant therapy increases the risk of hemo- 
pericardium, both with and without cardiac rupture. 
(Am. Heart J., 56:250 and 257, 1958.) 
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Prevention of Infectious Hepatitis 


SOGHIKIAN REVIEWED the experience of various investi- 
gators to assess the present status of gamma globulin 
in the prevention and control of infectious hepatitis. 
Gamma globulin administered in the incubation period 
of infectious hepatitis will protect against the icteric 
form of the disease among institutional epidemics and 
family outbreaks. To be effective, it must be given early 
in the incubation period, at least ten to 15 days before 
the onset of the disease. When given late in the incu- 
bation period, the administration of gamma globulin 
resulted in attenuation rather than prevention of the 
disease. The minimal effective dose of gamma globulin 
seems to be around 0.01 ml. per pound of body weight. 
Passive immunity is produced and lasts from 30 to 45 
days. (Kaiser Foundation Med. Bul., 6: 237, 1958.) 


Multiple Cancer 


MULTIPLE PRIMARY MALIGNANCY presents a challenge to 
the physician, as the second primary focus may be 
written off as a metastatic site. The most common sites 
for the occurrence of multiple primary neoplasms are 
the skin, the genitomammary system and the colon. 
McGregor and Bacon have reviewed 1,788 consecu- 
tive cases of large bowel carcinoma and have found 
that 9.2 per cent of these had another primary carci- 
noma. In 5.3 per cent, the site of this additional lesion 
was another tumor in the large bowel. Of the 94 pa- 
tients with multiple malignancies, 55 per cent had 
lesions of the large intestine alone, 42 per cent had in- 
volvement of organs other than the colon, and 3 per 
cent had two colonic sites plus involvement of another 
organ. Forty per cent of all women had a second or 
third primary neoplasm in the genitomammary system. 


One case without cardiac rupture 
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Chart of incidence of hemopericardium in fatal cases of myocardial 


infarction. The incidence in patients receiving effective anticoagulant 


therapy was almost twice that in the control group. 
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Twenty-two patients had three lesions. Of these, three 
developed a fourth primary; two a fifth, and one a 
sixth (four of which were colonic). 

The authors stress the importance of careful ex- 
ploration for multiple lesions at the time of operation 
and of careful, prolonged follow up with x-rays and 
routine physical examinations. (Surgery, 44: 828, 
1958.) 


Surgery for Thyroid Cancer 


JupE, ZIMMERMAN AND Warp have reviewed 139 cases 
of cancer of the thyroid that were primarily diagnosed 
and treated over a 26-year period. The groups were 
divided into four general types: papillary, aveolar, un- 
differentiated and other anaplastic tumors. Female 
patients outnumbered male patients 3:1. The inci- 
dence was greatest in the third and fourth decades. 
For the undifferentiated and other anaplastic carci- 
nomas, the greatest incidence occurred in the sixth 
and seventh decades. 

Because of the chronicity of the papillary and alveolar 
types, the results of relatively conservative surgery 
were further evaluated by study of the pathogenesis of 
recurrences and death. In these groups for a short 
average follow-up period, a high incidence of recurrence 
was found in the local thyroid gland area and in the 
cervical nodes, requiring multiple operative proce- 
dures. Death in all pathologic types was found to be 
associated either with local recurrence and extension 
or with distant metastases and cachexia. The need for 
more radical primary surgery to the thyroid and cer- 
vical nodes was thought to be indicated. (Arch. Surg., 
77: 757, 1958) 


Wounds of Liver 


WITH increasing automotive accident rates, the prob- 
lem of injury to abdominal viscera will assume greater 
importance. Madding, in a recent report on liver 
wounds, states that the seriousness of the problent is a 
function of (1) whether the correct diagnosis is made, 
(2) whether proper treatment is instituted and (3) the 
presence or absence of associated lesions. While the 
mortality rate for uncomplicated liver injury is low (7 
per cent), this rises sharply when other organs are 
involved. (Concomitant injury of the colon gives the 
gravest prognosis). 

The diagnosis of hepatic injury associated with pen- 
etrating wounds of the upper abdomen or lower chest 
is usually not difficult; it is in the crushing injuries of 
blunt trauma that a high index of suspicion is necessary 
in order to make a proper appraisal. Abdominal pain 
associated with signs of blood loss is the most common 
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picture. A diagnostic abdominal tap, if positive for bile 
or blood will be very helpful; if negative, it is worthless. 
A high white count immediately following injury is said 
to point toward hepatic or splenic rupture. 

The treatment is surgical repair of the laceration. 
The patient should be operated upon as soon as he is 
out of shock, but if he is still hypotensive following 
transfusion with two liters of blood, it is best to go 
ahead with operation while continuing transfusions. 

In a series of 829 hepatic lacerations, the author 
reports active bleeding at operation in only 9 per cent. 
Other problems encountered besides bleeding were 
destruction of liver tissue with biliary peritonitis or 
pleuritis and associated chest or abdominal injuries. 
The author states that hemostasis should be secured by 
suture, the accumulated blood and bile evacuated, and 
the area of injury adequately drained. He warns against 
the use of gauze packs, believing that these lead to sec- 
ondary hemorrhage and infection. (Surg. Clin. N 
Amer., 38: 1619, 1958). 


Changes in Cerebrospinal Fluid 


CHAPMAN AND WOLFF ASSAYED the capacity of the cere- 
brospinal fluid to contract smooth muscle. Specimens 
of fluid had been collected from patients with a variety 
of disorders of the central nervous system as weil as 
from normal subjects. In the instance of some diseases, 
it was found that the cerebrospinal fluid contained an 
ingredient that had the capacity to contract smooth 
muscle, or that the fluid acquired this property when 
it was first incubated with globulin. The spinal fluid 
from the normal subjects nearly always gave a complete- 
ly negative reaction. Studies of the positive-reacting 
spinal fluid specimens indicated that they had prop- 
erties similar in other respects to vasodilator poly- 
peptides derived from plasma proteins. The authors 
concluded that these vasodilator substances are to be 
expected in the cerebrospinal fluid of patients with the 
following types of diseases: 

1. Active inflammatory or degenerative disease of 
the central nervous system. 

2. Vascular headache (migraine type). 

3. Prolonged noxious stimulation and pain. 

4. Chronic schizophrenic reactions. 

The presence of the vasodilator substances in pa- 
tients with schizophrenia holds special interest. 
Whether this is a manifestation of deranged metabolic 
function of the central nervous system or is a causative 
factor is unknown. In either case, the substances could 
indeed contribute to impairment of cerebral functions. 
It would appear that these findings are a further ad- 
vance toward biochemical explanations of psychiatric 


disorders. (Science, 128:1208, 1958.) 
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Causes of Kidney Stones 


Meuick AND HENNEMAN REVIEWED the records of 207 
patients studied during a five-year period in a “‘medi- 
cal clinic for renal stones.” These patients had under- 
gone careful clinical scrutiny as well as chemical 
analysis of the urine and of the urinary stones. The 
end results are shown in the diagram at the right. In 
about one-half of the cases (99 cases) there was an 
identifiable cause or mechanism for renal stone forma- 
tion. In the remaining 108 cases the cause for the renal 
stones remained a mystery. (New England J. Med., 
259: 307, 1958.) 


Treatment of Otitis Media 


THE SERIOUS COMPLICATIONS of acute otitis: media— 
mastoiditis, extradural and subdural abscess, lateral 
sinus thrombosis, suppurative meningitis, brain abscess 
—have almost disappeared from urban practice in the 
United States. This is largely a tribute to the effective- 
ness of antibiotic therapy. However, in achieving this 
gain, McKibben points out that a “new” disease has 
become prevalent—so-called antibiotic deafness. This 
comes about as follows: 

“A patient with pain in the ear is recognized to have 
acute otitis media. An antibiotic is given, and the pain 
subsides rather , promptly. For a variety of reasons, per- 
haps chiefly because pain has disappeared, antibiotic 
therapy is not continued. Sometimes the patient then 
makes a full recovery, but often enough, there is a 
serious loss of. hearing. At that stage, to the unpracticed 
eye, the tympanum may look normal. Actually, the 
middle ear is the seat of a collection of fluid which 
may or may not still harbor pathogenic bacteria. 

“Antibiotic deafness” is to be ascribed to two factors 
—failure of the physician to perform myringotomy, and 
inadequate antibiotic therapy. McKibben calls for a 
return to the practice of early myringotomy in cases of 
acute otitis media. In addition, there is an obligation to 
continue antibiotic therapy until the physician is sure 
that the ear has been restored to normal. 

The diagnosis of “antibiotic deafness” depends upon 
detection of the fact that the patient has suffered a loss 
of hearing (not always an easy thing in children) plus 
recognition of subtle changes in appearance of the ear- 
drum. Perhaps the most important change is in the 
color of the drum to salmon or amber so that the short 
process and handle of the malleus stand out as chalky 
white in contrast to the colored drum. Also, the drum 
isrelatively immobile—a fact that can be clearly demon- 
strated only when the examination includes use of a 
pneumatic otoscope. Rarely, a fluid level or bubbles 
may be seen in the middle ear. 
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THE CASES HAVE AN IDENTIFIABLE CAUSE 
FOR STONE FORMATION 


(Calcium Phosphate 

and Calcium Oxalate Stones) 
Hyperp idi 

Bone Disease 

Renal Tubular Acidosis 
Excessive intake of Milk, 


Alkali, Vitamin D 


In the presence of such changes, a myringotomy 
should be performed, and the middle ear cleared by 
suction. Dramatic improvement of hearing confirms 
the accuracy of the diagnosis. (U.S. Armed Forces\Med. 
J., 9: 1425, 1958.) 


Coronary Embolism 


CORONARY EMBOLISM has been reviewed periodically. 
Each time relatively few cases are collected. Over a 
period of four months, however, Gill, McBride and 
Dammin have observed three patients who died of 
acute myocardial infarction following coronary em- 
bolism. This suggests that this phenomenon may be 
more common than has been appreciated. 

Each of these cases developed coronary embolism 
by a different mechanism. In one patient, autopsy 
examination disclosed coronary embolism from a mural 
thrombosis of the left atrial wall. This was a patient 
with mitral stenosis and atrial fibrillation. 

In the second patient, the source of the embolism 
was a vegetative valve lesion in a case of subacute bac- 
terial endocarditis. 

The third embolus was a friable atheroma from the 
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sinus of Valsalva. In this case, similar atheromatous 
emboli were found in many viscera. The mechanisms 
observed in these three cases are the commonly de- 
scribed ones in previous reports. (Am. Heart J., 56: 
878, 1958.) 


Urine Cultures 


‘THERE IS CONSIDERABLE EVIDENCE that catheterization of 
the bladder causes introduction of bacteria into the 
urinary tract. Yet it is a widespread practice to obtain 
urine specimens for evaluation of infections in females 
by catheter. It is said that voided specimens are value- 
less because of contamination from the external geni- 
talia. 

Riley reports on a comparison of pairs of catheterized 
and voided urine specimens from 42 female patients, 
32 of whom had extensive paralytic poliomyelitis. The 
method of collection of voided specimens involved dis- 
carding the first morning specimen followed by thor- 
ough cleansing of the perineal area and the external 
genitalia. With the patient placed in the dorsal lithot- 
omy position, the specimen was selected from the mid- 
portion of the urinary stream. 

Comparisons of the results of this method of collec- 
tion and catheterization reveal that the voided speci- 
mens are perfectly satisfactory. While contamination 
cannot be eliminated completely, several thorough in- 
vestigations have indicated the correlation between 
numbers of organisms and this factor. Thus, when 
specimens are processed rapidly, contaminants are 
never present in the numbers that infecting organisms 
are. (In patients with proved acute pyelonephritis, the 
infecting organisms number at least 100,000 per ml. 
of urine.) For practical purposes, contamination can 
be differentiated from infection by a Gram-stained 
smear of the freshly collected uncentrifuged urine. 
Organisms were readily seen in specimens containing 
100,000 or more bacteria per ml. 

Riley stresses the dangers of catheterization, partic- 
ularly in patients predisposed to urinary tract infec- 
tions—diabetics and those with neurogenic or struc- 
tural uropathies. All efforts should be made to avoid 
procedures capable of provoking infections. (J. Lab. 
e> Clin. Med., 52: 840, 1958.) 


Gluten-Free Diet in Celiac Disease 


INTOLERANCE TO WHEAT GLUTEN as a cause of celiac 
disease has received wide attention in the European 
literature. Graven and Tomsovic now present a case 
that illustrates well this relationship. 

A 16-month-old girl was first seen after two months 
of vomiting, associated with frequent, large, pale, foul 
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stools and weight loss. There was a family history of 
celiac disease. Numerous dietary regimens were un- 
successful in controlling vomiting and bulky stools, 
Remarkable improvement was then noted on institution 
of a gluten-free diet. When cereals were gradually 
added to the diet, symptoms promptly reappeared. 
Stools returned to near normal within four days of re- 
institution of the gluten-free diet. The benefits of the 
gluten-free diet on the x-ray pattern of the small bowel, 
stool fat content and growth were clearly demonstrated. 


(J. Pediat., 53: 726, 1958.) 


Coproliths in Children 


Coprouttus are calcified appendiceal calculi. Stiles be- 
lieves that the presence of such a calculus in a young 
child who has abdominal symptoms is an indication 
for immediate surgery. He describes the case of a 23- 
month-old boy with fever, vomiting and abdominal pain 
of two days’ duration. The abdomen was soft, but there 
was persistent leukocytosis. X-ray study of the abdo- 
men showed a calcification in the right lower quadrant 
measuring 1.5 cm. in diameter. At operation, purulent 
peritonitis and a ruptured appendix were found. Just 
proximal to the rupture, a coprolith completely ob- 
structed the lumen of the appendix. Recovery was then 
uneventful. 

The importance of this x-ray finding rests in the fact 
that acute appendicitis with an appendiceal concretion 
is generally of a particularly violent type. In fact, several 
authors on this subject recommend that immediate ap- 
pendectomy be done whenever a coprolith is found— 
despite the absence of symptoms. Possible exceptions 
are older patients. (J. Pediat., 53: 741, 1958.) 


Transition from Pulmonary Tuberculosis to 
Sarcoidosis 


THE DEVELOPMENT of tuberculosis in patients suffering 
from sarcoidosis has frequently been noted, but the 
transition from open pulmonary tuberculosis to sar- 
coidosis has rarely been observed, according to Lees. 
The author presents a case in which tubercle bacilli 
were cultured from the respiratory secretions and 
pleural fluid of a 22-year-old male with pulmonary 
tuberculosis and a right pleural effusion. The response 
to therapy was typical in that after five months there 
was a reversal of infectiousness and a restoration of the 
patient’s general condition to normal. At that time, 
chest x-rays showed the development of widespread 
disease in both lungs, despite satisfactory improvement 
of the general condition. Lung biopsy proved that this 
was due to the development of sarcoidosis. (Am. Rev. 
Tuberc., 78:769, 1958.) 
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Hypersplenic Syndrome 


THERE ARE A NUMBER of aids in the diagnosis of the 
various hypersplenic syndromes, but perhaps the key 
factor is common sense in evaluating the patient, his 
blood picture and his bone marrow reaction. The 
sampling of the marrow should be adequate, and both 
smears and sections of the marrow should be available 
for study. Thus, a significant deficit in the cellular 
levels of the blood without demonstrable cause, asso- 
ciated with regenerative activity of the precursors of the 
missing element(s) in the marrow, would point toward 
the spleen as the offender, especially if it is enlarged. 

Several theories explain the role of the spleen in 
blood destruction. An abnormally functioning spleen 
may cause peripheral hematocytopenia by sequestra- 
tion of the missing elements of the blood. The best ex- 
ample of this is in hereditary spherocytosis where the 
abnormal and fragile cells are readily destroyed and 
trapped in the spleen. A second mechanism of hyper- 
splenism that appears firmly established is that of pro- 
duction of autohemagglutinins that are selective for 
one or more of the formed elements of the blood. How- 
ever, much is unexplained and cells in the reticuloen- 
dothelial system in the spleen and elsewhere are con- 
cerned with the products of blood cell breakdown, but 
under normal circumstances and in many conditions 
of hypersplenism, one does not see erythrophagocytosis, 
leukophagocytosis or ingested platelets. 

Custer has divided the hypersplenic syndromes into 
two major groups, primary and secondary, as in the 
table at the right. The treatment of hypersplenism is 
difficult to evaluate because the diseases that cause this 
picture if untreated adopt a variable clinical course 
from indolency, with spontaneous remission and re- 
lapse, to devastating crises for which there is little or 
no warning. 

Surgery with complete removal of the spleen and 
any accessory spleens that may be present has given 
the best over-all results in treatment of hypersplenism. 
The best surgical results are in patients with hyper- 
splenism resulting from hereditary spherocytosis and 
idiopathic thrombocytopenic purpura. The only alter- 
native treatment besides surgery that has given any 
lasting improvement in hypersplenism is treatment 
with adrenal corticosteroids or pituitary corticotropin. 
Further, in the cases of secondary hypersplenism, 
while removal of the spleen will often have a beneficial 
effect on the depression of the formed elements of the 
blood, it will of course have little or no effect on the 
underlying disease, and when a picture of hyper- 
splenism exists with certain malignant and other 
diseases, caution should be used as the spleen may 
have |ecome the source of hemopoiesis. In these cases, 
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a splenic puncture should probably be done before 
any attempt at surgical removal is made. (Trans. Coll. 
of Phys. Phila., 26 (1):1, 1958.) 


Pseudomembranous Enterocolitis 


THE INCIDENCE of pseudomembranous enterocolitis has 
apparently greatly increased during the antibiotic era. 
This is thought to be chiefly due to overgrowth of 
Staphylococcus aureus after suppression of the normal 
bowel flora by broad-spectrum antibiotics. The staphyl- 
ococci invade the mucosa, producing necrosis with 
slough of large amounts of mucous membrane, with 
resultant profound diarrhea, hypovolemia and shock. 

Eiseman and coworkers have reported a simple 
method of re-establishing the normal bacterial in- 
habitants of the large gut. They report four cases of 
staphylococcic pseudomembranous enterocolitis which 
responded to the instillation of feces in the large bowel. 
Three of these patients were desperately ill, and under- 
went dramatic improvement shortly after fecal retention 
enemas were given. 

In an effort to test this therapy experimentally, at- 
tempts were made to produce the disease in laboratory 
animals. These met with failure. 

The authors suggest more precise bacterial, urine or 
bacteriophage substitution therapy might be employed. 
These could be given orally in enteric-coated capsules 


to conform with basic esthetic requirements. (Surgery, 
44:854, 1958.) 


CLASSIFICATION OF HYPERSPLENISM 


Primary: 
Acquired hemolytic Anemia (Some Cases) 
Idiopathic Thrombocytopenic Purpura 


Idiopathic Splenic Neutropenia Pancutopenic “Hypersplenism” 


Idiopathic Splenic Neutropenia 


Secondary: 


Due to Sequestration of Erythrocytes 
Congenital or Acquired Spherocytosis 
Splenomegalic ‘ Hemoglobinopathies” 
Portal Hypertension 
Other Intrasplenic Stasis 


Due to Allergic Influences 


Associated with Inflammatory States 


Associated with Malignant Diseases (Especially Lymphomas and 
Leukemias) 
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Electrocardiogram in Scleroderma 


Escupero AND McDevitt have made a study of the 
electrocardiographic alterations produced by sclero- 
derma. Their patients were divided into two groups. 
Group I included 31 patients with scleroderma involv- 
ing the skin but no clinical or radiologic evidences of 
visceral involvement. In Group I] there were 29 patients 
with skin and visceral involvement— either heart, lungs, 
kidneys or esophagus. 

In Group I, the electroc.rdiogram was definitely ab- 
normal in eight patients (25.8 per cent). In Group II, 
the electrocardiogram was definitely abnormal in 22 
patients (75.9 per cent). (In Group II, one patient 
with definite clinical cardiac involvement presented a 
normal electrocardiogram.) 

The most frequent abnormality was notching of the 
P wave in standard leads. Because of the high incidence 
of auricular pathology in autopsied cases, the authors 
consider that notching of the P wave creates the sus- 
picion of myocardial damage by scleroderma. Left 
ventricular hypertrophy, low voltage, incomplete right 
bundle branch block and subepicardial ischemia were 
other common electrocardiographic diagnoses. 

This analysis suggests that myocardial fibrosis is the 
most important mechanism for producing abnormal 
electrocardiograms in scleroderma. However, other 
major mechanisms include the pulmonary pathologic 
changes, disturbances in the conduction system and 
renal disease. (Am. Heart J., 56: 846, 1958.) 


Anemia Due to Naphthalene Poisoning 


NAPHTHALENE POISONING is known to produce an acute 
hemolytic anemia (mothball anemia). It has been re- 
ported most frequently among young infants. In con- 
nection with some reports, a variable susceptibility to 
naphthalene poisoning has been remarked upon, and 
in one instance, this was attributed to variations in in- 
testinal absorption of naphthalene and in the detoxi- 
fying ability of the liver. 

On the basis of studies in two cases of naphthalene 
anemia in infancy, Dawson, Thayer and Desforges 
indicate that there are several factors in the variation 
of susceptibility to naphthalene poisoning. These are as 
follows: 

1. An inherited defect in erythrocyte metabolism. 
Studies of the two patients and of their families sus- 
tained the thought that this defect impairs the integrity 
of erythrocytes and makes them more susceptible to de- 
struction by naphthalene. 

2. Transcutaneous absorption. The skin of an infant 
is thinner than that of an adult. This may account for 
the fact that relatively small amounts of naphthalene 
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applied to the infant’s skin may have a toxic effect. lhis 
would be enhanced by the application of baby oil 
since the naphthalene is fat soluble. 

3. Deficiency of liver function. The liver of the new- 
born lacks the capacity to detoxify certain substaices, 
including naphthalene. This implies that naphthalene 
could readily accumulate to toxic levels. (Blood, 13: 
1113, 1958.) 


Pernicious Anemia Masked 


FROHLICH RECALLS ATTENTION to the fact that the diag- 
nosis of pernicious anemia may be obscured when a 
patient is taking a multivitamin preparation that con- 
tains folic acid. 

The danger was exemplified in a case report—that 
of a 57-year-old Negro whose complaints of general 
weakness seemingly led a physician to prescribe a 
multivitamin preparation. The patient had evident se- 
vere neurologic involvement, and the tentative diagno- 
sis on admission to the hospital was multiple sclerosis. 
However, careful study led to a correct diagnosis of 
pernicious anemia—this in spite of the fact that the 
patient was not particularly anemic (hematocrit ranged 
between 35 and 40 mm.). 

When a patient having pernicious anemia takes a 
multivitamin preparation that contains folic acid, the 
hematologic and the gastrointestinal manifestations of 
the disease may be improved or they may, indeed, be 
entirely relieved. However, neurologic deficit is not 
affected—amay even be intensified. This seems to have 
been the case for the patient reported by Frohlich. 
When injections of vitamin B"” were given, the patient 
gradually improved. This kind of experience is a strong 
argument against the inclusion of folic acid in multi- 
vitamin preparation. (New England J. Med., 259: 1221, 
1958.) 


Bowel Evacuation in Surgical Patients 


Many PATIENTS who undergo anorectal operations re- 
quire an agent that will promote the smooth passage of 
stool of normal or near normal bulk at the first post- 
operative bowel action. Turell has found that dioctyl 
sodium sulfosuccinate (U.S.P.) has proved to be a 
safe agent for this purpose after surgery for pilonidal 
disease and in colostomized patients after abdomino- 
perineal resection of the rectum. He has also used this 
drug after resection and anastomosis of the colon and 
following electrocoagulation of adenomas. This drug 1s 
now used instead of liquid petrolatum. In elderly pa- 
tients or chronically constipated patients, a mild stimu- 
lant laxative has been used in addition. (Arch. Surg:, 
77: 824, 1958.) 
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Flare-Up of Rheumatic Fever 


AT ONE TIME it was thought that aspirin had no effect 
upon the cardiac manifestations of active rheumatic 
fever. Thus, although salicylates were known to lower 
temperature and to relieve joint symptoms, carditis was 
thought to be unaffected. Later, the same thought was 
extended by some workers to the use of cortisone and 
related drugs. 

As Fischel, Frank and Bellows have pointed out, the 
recurrence of heart failure or pericarditis after cessa- 
tion of either type of drug conflicts with that view. A 
flare-up of the disease would not be expected if a to- 
tally ineffective agent were discontinued. 

Those comments were an outgrowth of a study of the 
records of 257 children who had been treated with 
ACTH, cortisone or aspirin. The patients were kept 
in the hospital for three weeks after six weeks of treat- 
ment, and there were regular observations of the 
commonly accepted indices of rheumatic involvement. 
About 75 per cent of the children had one or more 
manifestations of renewed activity of rheumatic fever 
after therapy had been stopped (see accompanying 
diagram). As a rule, there was greater likelihood of 
reappearance of rheumatic activity in patients in whom 
the manifestations of the disease had been severe be- 
fore therapy. (Circulation, 18: 367, 1958.) 


Treatment of Acute Venous Thrombosis 


On THE Basis of available evidence, including some of 
their own experimental studies, Wessler and Deykin 
propose that acute venous thrombosis has its inception 
ina state of hypercoagulability. That state, not demon- 
strable clinically in an individual case, alters the bal- 
ance between clot formation and clot lysis. Then stasis 
may initiate or potentiate thrombosis. 

Recognizing that a number of therapeutic modali- 
ties, notably lytic agents and anti-inflammatory agents, 
are still undergoing clinical trial, and recognizing fur- 
ther that it is “extremely difficult to validate any spe- 
cific therapeutic measure,” the authors present their 
current plan for management of acute venous throm- 
bosis. It can be summarized briefly as follows: 

In the initial episode of acute superficial or deep 
thrombophlebitis (venous thrombosis), specific ther- 
apy is withheld for 12 to 24 hours—a period of 
“watchful waiting.” During that time, the patient is 
kept at bed rest without immobilization, and the af- 
fected extremity is elevated if edema is present. If the 
signs of thrombophlebitis do not progress or if they 
actually regress, a gradual increase in activity is per- 
mitted. With ambulation, the patient wears a properly 
fitted, lower-leg elastic stocking. (The elastic stocking 
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Sedimentation rate — 50.6% 


Joint involvement = 8.9% 


About 75 per cont 


P-R interval pralenged — 14.4% 


Heart failure or — 3.9% 


newal of activity of rheumatic fever after withdrawal of treatment with 


is omitted if there is coincident severe peripheral ar- 
terial insufficiency.) The stocking is worn for four 
weeks at all times that the patient is ambulatory. 

When the evidences of thrombophlebitis do not 
abate during the initial period of observation, antico- 
agulant therapy is started. (Such treatment is used 
from the beginning under special circumstances: mas- 
sive iliofemoral thrombophlebitis, thrombophlebitis 
complicating myocardial infarction or congestive heart 
failure, thrombophlebitis in patients in postoperative 
or posttraumatic situations that require immobiliza- 
tion.) 

If only the acute episode of thrombophlebitis is to 
be treated, heparin alone is used. It is administered 
intravenously through a plastic catheter indwelling in 
a superficial vein of the forearm. The heparin is given 
in doses of from 25 to 100 mg. every four hours— the 
dose being adjusted with the aid of clotting times so 
that a given amount of drug will double the initial 
clotting time at the end of four hours. Once the effec- 
tive dose has been ascertained in the individual case, 
the clotting time is determined once daily. The heparin 
is continued for eight to ten days, during which time 
policies on activity for the patient and the use of an 
elastic support are similar to those for the patient in 
whom anticoagulant therapy is not used. The heparin 
is withdrawn gradually (decrements stepwise of 5 mg. 
every four hours). At the time of discharge from the 
hospital, the patient is instructed to wear the elastic 
stocking for one or two months and is given detailed 
advice about the avoidance of activities that might fa- 
vor recurrence of thrombophlebitis. 

In patients with recurrent superficial or deep throm- 
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bophilebitis or migratory phlebitis, anticoagulant ther- 
apy with heparin is started immediately. As the dis- 
comfort of the phlebitis subsides, usually within a few 
days, Dicumarol is added and both anticoagulant 
drugs are continued for one week. Then heparin is 
withdrawn, and Dicumarol is continued for four to 
six months. At the time Dicumarol is to be stopped, 
the dose of the drug is decreased gradually so that 
prothrombic activity does not return to normal for 
two to three weeks. If phlebitis recurs after discontinu- 
ance of Dicumarol, the drug is restarted and now con- 
tinued for 12 months. 

If a patient has had pulmonary embolism, with or 
without evidence of peripheral thrombophlebitis, the 
program of therapy is similar to the one employed for 
patients with recurrent thrombophlebitis. 

Vein ligation is employed only in special circum- 
stances, as follows: (1) septic thrombophlebitis, (2) 
drugs have been shown to be ineffective in preventing 
clots, (3) anticoagulants cannot be administered with 
safety. The authors include pregnancy or surgery in 
that last category. Their choice of a site for ligation is 
either bilateral common femoral vein interruption or 
ligation of the inferior vena cava below the renal veins. 


(Circulation, 18:1190, 1958.) 


Resection for Tuberculosis 


A LARGE GROUP OF PATIENTs is developing with open 
cavitary tuberculosis containing tubercle bacilli either 
proved or presumptively resistant to PAS, INH and 
streptomycin, according to Webb and Sparkuhl. This 
group of patients develop resistant organisms because 
various mechanical obstructing factors tend to keep 
cavities open. Hilar fibrosis and extensive peribronchial 
lymphadenopathy produce bronchiectasis, broncho- 
stenosis, tension cavities and conified parenchyma. 
Such changes prevent cavity closure regardless of the 
nature of antibiotic therapy, and thus allow the de- 
velopment and persistence of resistant tubercle bacilli. 

These patients offer a tremendous challenge both 
in evaluation and in therapy. And if they are complete 
medical failures, surgery is frequently attempted in 
desperation as the only hope for salvage. However, 
resection in the face of resistant tubercle bacilli is 
usually accompanied by a forbidding morbidity rate 
unless resection is performed under coverage with 
antibiotics or chemotherapeutic agents to which the 
bacilli are sensitive. 

The authors reviewed their experience with 35 re- 
sections in 32 patients, all of whom had open positive 
lesions with tubercle bacilli proved or presumptively 
resistant to streptomycin, isoniazid and PAS. Each 
patient was placed on viomycin in combination with 
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promizole or with pyrazinamide for a two-week period 
preoperatively, and this regimen was continued for 
approximately three months postoperatively. During 
this period, streptomycin, PAS and isoniazid, in the 
combinations that the patients had been receiving, 
were maintained for whatever value they might possess 
in opposing any remaining tubercle bacilli sensitive to 
them. There were four deaths in the series, none of 
which was related to the resistant bacilli or drug 
status. There were no bronchopleural fistulas, empy- 
emas or postoperative spreads, but two early reactiva- 
tions did occur. Both of the reactivations ultimately 
came under control. The 28 living patients have been 
followed for six to 36 months. Twenty-six have nega- 
tive sputum with stable x-ray films. Two patients con- 
tinue to have evidence of activity. 

The results of this series indicate that resection 
under the temporary protective umbrella of viomycin 
and promizole or pyrazinamide can be performed with- 
out undue complications even in the presence of 
bacilli resistant to streptomycin, isoniazid and PAS. 
Due to the extensive and bilateral involvement of these 
cases, undoubtedly many will have poor ultimate prog- 
noses. (Dis. of Chest, 34:484, 1958.) 


Familial Pulmonary Embolism 


CROFTS DESCRIBES a case of pulmonary embolism in a 
young man with an unusual family history of that con- 
dition. The patient, a man of 28, and four close rela- 
tives had suffered from pulmonary embolism. Coin- 
cidence is unlikely to account for the frequency of pul- 
monary embolism in this family because of the age at 
which three of its members were affected—18, 21 and 
28 years respectively. Pulmonary embolism is rare in 
young people unless there is some obvious precipitating 
cause such as a surgical operation or heart failure. 
None of these patients had any such condition, and it 
therefore seems highly probable that they had inherited 
some factor predisposing to pulmonary embolism. 
What that factor might be is not known. It might be 
an increase in blood coagulability, but if that were so, 
it is surprising that none of the four patients had a 
history of other thrombosing conditions. States of in- 
creased coagulability cannot be identified with certainty 
by any known laboratory test or combination of tests, 
and it is likely that any change that may occur in the 
platelets or clotting mechanism in such cases 1s 


. transitory. 


Another suggestion is that these patients inherited 
some anatomic abnormality that led to slowing of the 
venous circulation in the legs and pelvis. No such con- 
dition was found in the two patients autopsied. 


(Brit. J. Tuberc., 52:304, 1958.) 
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Anticoagulant Effects of Warfarin 


ON THE BASIs of a comparative study of two groups of 
patients, Danford, Juergens and Barker concluded 
that Warfarin Sodium has modest advantages over 
Dicumarol. 

The study assayed experience with the use of the 
newer anticoagulant in 170 hospitalized patients who 
required anticoagulant therapy. Another 100 patients 
who had received Dicumarol were used for purposes 
of comparison. 

All patients in both groups received the anticoagu- 
lants by the oral route. The doses administered were 
as follows: 

A. Warfarin Sodium 

1. Initial dose: 40 to 60 mg. 

2. Maintenance dose: 0 to 20 mg. 
(usually 5 to 10 mg.) daily 

B. Dicumarol 

1. Initial dose: 300 mg.+1,200 mg. 
ethyl biscoumacetate (Tromexan) 

2. Maintenance dose: 0 to 200 mg. of 
Dicumarol daily 

With methods used at the Mayo Clinic, the normal 
prothrombin time ranges from 17 to 19 seconds. The 
objective of anticoagulant therapy was to maintain 
the prothrombin time between 27 seconds and 58 
seconds (30 per cent and 10 per cent of normal). The 
rapidity of initial response to anticoagulant therapy 
is shown in the diagram at the right. It is evident that 
Warfarin Sodium compared favorably with Dicumarol- 
Tromexan in the speed of initial effect. With Warfarin, 
there were fewer slips above or below the therapeutic 
range than with Dicumarol. 

In cases in which anticoagulant therapy was main- 
tained for considerable periods of time, Warfarin Sodi- 
um seemed to provide a “smoother” effect than 
Dicumarol. 

Thus, in this study, there were fewer instances in 
which the prothrombin time went above or below the 
desired therapeutic range, after the daily doses of the 
anticoagulant had been relatively stabilized for the in- 
dividual patient. 

Bleeding under therapy with Warfarin Sodium was 
rare and it did not constitute a serious problem in any 
case, 

When necessary, the hypoprothrombinemic effect of 
Warfarin Sodium was readily controlled by adminis- 
tration of 250 mg. of vitamin K;. When anticoagulant 
therapy was discontinued, the effect of Warfarin Sodi- 
um disappeared at a satisfactory rate. About 75 per 
cent of the patients had normal prothrombin activity 
within five days after discontinuance of the drug. (Proc. 


Staff Meet., Mayo Clin., 33: 359, 1958.) 
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Disturbances of Inner Ear 


IN THE LIGHT of the knowledge that nylidrin hydro- 
chloride is known to increase retinal arterial blood flow, 
Rubin and Anderson gave that drug a trial in patients 
having disturbed function of the inner ear thought to 
be due to diminished blood flow. Thus, symptoms such 
as a sense of blocking of the ear, tinnitus, vertigo and 
impaired hearing are thought sometimes to be due to 
either spasm or complete obstruction of the laby- 
rinthine arteries. A trial of nylidrin hydrochloride was 
suggested by the fact that the drug is thought to be a 
potent vasodilating agent. The authors did not specify 
the doses they prescribed. 

About one-half of the 75 patients who received the 
drug responded with a complete remission of their 
chief complaint, and the majority of these had a sig- 
nificant improvement in hearing as measured audio- 
metrically. Although this was an uncontrolled study, 
the authors were encouraged to believe that nylidrin 
hydrochloride was responsible for the improvement 
since they had never observed more than a 25 per cent 
response among patients taking other vasodilator 
drugs. (Angiology, 9:256, 1958.) 


Thrombophlebitis in Severe Poliomyelitis 


FERRIS AND HIS ASSOCIATES Call attention to the occur- 
rence of idiopathic thrombophlebitis in severely para- 
lyzed patients. Thrombophlebitis occurred in the lower 
limbs of nine severely paralyzed patients out of 98 who 
were admitted to a respirator unit—a prevalence of 
approximately 9 per cent. The location of the venous 
disease was as follows: left lower limb, seven patients; 
bilaterally, one patient; right lower limb, one patient. 

The interval between the onset of poliomyelitis and 
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that of thrombophlebitis varied from ten days to four 
months. In most instances, the onset was within the 
first six weeks after the illness began. Thrombophlebitis 
occurred, therefore, during the early period of con- 
valescence from poliomyelitis. 

Significantly higher hemoglobin concentrations 
occurred in all of the cases in which thrombophlebitis 
developed. Chronic hypoventilation and dehydration 
may contribute to an elevated hemoglobin concentra- 
tion. Dehydration is probably due to decreased fluid 
intake, as well as to an increased thermal load on the 
patient. Fluid intake should be such that the urinary 
specific gravity is kept below 1.015. 

In addition to dehydration and chronic hypoventila- 
tion, there may be factors that could alter the distribu- 
tion of fluid or electrolytes within the different com- 
partments of the body and result in slight hemoconcen- 
tration or possibly trigger the clotting mechanism. The 
latter might result from the mobilization of the calcium 
stores owing to the immobilization of these patients. 
Circulatory stasis is also considered to be an important 
cause of thrombophlebitis. Stasis may result from pro- 
longed immobilization, especially in severely paralyzed 
patients, or from obstruction to venous return. Venous 
obstruction due to a full rectum and sigmoid, an all too 
common problem in severely paralyzed patients, may 
also be a contributing factor. (New England J. Med., 
259:971, 1958.) 


Ristocetin Failure in Staphylococcal Sepsis 


RANTZ AND JAWETZ report three cases of sepsis with 
bacteremia caused by Staphylococcus aureus treated 
with ristocetin. Clinical improvement failed to occur 
and bacteremia persisted in each case during therapy. 
That experience cast some doubt on the value of risto- 
cetin in the treatment of infection by this group of 
organisms. In two patients, the serum was bacterio- 
static and bactericidal for the causative organism in 
vitro at the very time when staphylococci were being 
recovered from the circulating blood. These treatment 
failures in patients with infections caused by staphy- 
lococci apparently as sensitive to the action of risto- 
cetin in vitro as strains examined by other investi- 
gators, and in fact inhibited and killed by the serum of 
the patients during treatment, suggest that a serious 
and unknown defect in the mode of action of this drug 
must protect the microérganisms from its effects. 
The role of ristocetin in the treatment of serious 
staphylococcal infections will be determined by future 
and more extensive observations. The complete failure 
of response in three cases of sepsis caused by these 
organisms does not suggest that it will be of great value 
in the management of this disease. Better results were 
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obtained in each case by appropriately selected com- 
binations of other antimicrobial agents, and the infec- 
tion was eradicated in two by this technique. (Vew 
England J. Med., 259:963, 1958.) 


Subacute Thyroiditis 


UNDER THE TITLE, “Subacute Thyroiditis Treated with 
Salicylate,” Torikai and Kumaoka indicate that five 
cases of this disease were treated successfully with 
salicylates. The authors’ treatment does indeed seem 
to have been effective in four of the five patients. In the 
fifth case report, the circumstances could be inter- 
preted as indicative of an eventual spontaneous remis- 
sion. It is curious, however, that salicylate was credited 
with the successes, whereas all of the patients had also 
received aminopyrine simultaneously. This leaves 
some question as to just what it was that improved the 
patients. 

There is one other curious statement in the report. 
The authors suggest that subacute thyroiditis has in- 
creased in frequency because of widespread use of anti- 
biotics. At another point, they speak of antibiotic- 
resistant thyroiditis. Their line of reasoning in these 
connections is not evident. (New England J. Med., 
259:1265, 1958.) 


Rheumatic Pneumonitis 


THERE IS SKEPTICISM about the existence of a specific 
pneumonitis associated with rheumatic fever. Goldring 
and his colleagues believe it definitely exists, is not rare, 
and can be demonstrated by characteristic (but not 
specific) changes in the lung parenchyma. 

These authors analyzed the clinical courses of 23 
patients with this rheumatic manifestation. Seven pa- 
tients survived, 16 died. 

Autopsies were done in all 16 fatal cases, and the 
findings were as follows: Fibrin deposition in the al- 
veoli was found in all patients; hemosiderin deposits 
were found in 12 patients; eight had hyaline mem- 
brane formation; 13 had pulmonary edema, and ten 
showed organization of varying degrees. 

This pneumonitis is associated with severe rheumat- 
ic fever, and concomitant heart failure; myocarditis 
and pulmonary edema are frequent. Seventeen out of 19 
chest x-rays showed definite evidences of pneumonia. 
These were chiefly diffuse, homogeneous zonal infil- 
trates, often bilateral, and occupying various portions 
of the lung fields. 

Treatment is disappointing because of the severity 
of heart disease, but there is a suggestion that steroid 
therapy is beneficial. Rheumatic pneumonitis is a very 
grave prognostic sign. (J. Pediat., 53:547, 1958.) 
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LEIOMYOSARCOMAS OF THE SOFT TISSUES E 


Srour anD Hut have studied 36 cases of leiomyo- 
sarcoma of the external soft tissues, particularly for the 
problems in gross and microscopic diagnosis, biologic 
behavior and the possibility of cure. These cases have 
been compared with 170 superficial leiomyomas. 

Almost all of the superficial leiomyomas are found 
in the skin. These tumors may extend into the sub- 
cutaneous tissue, but are hardly ever confined to it. In 
contradistinction, most of the leiomyosarcomas develop 
in the subcutaneous tissue. None of the leiomyomas 
were larger than 2.5 cm. in diameter when detected ; 
while only 20 per cent of the leiomyosarcomas had a 
diameter of 2.5 cm. or less. Most of the leiomyo- 
sarcomas are solid, rounded or irregular nodular 
growths. They are firm and on cut section resemble 
the leiomyomas found in the uterus. These tumors do 
not generally undergo necrosis and hemorrhage and 
when fairly small often are not firmly fixed to the sur- 
rounding tissue and can be “‘shelled out.”’ Grossly the 
appearance of benign and malignant tumors is very 
similar. 

Microscopically, the leiomyoma is a differentiated 
tumor composed of smooth muscle cells in sinuous 
bands and cords that tend to interlace. Sometimes these 
tumors are markedly vascular. The leiomyosarcomas 
resemble the leiomyomas except that anaplasia is noted 
in the cells in every case and frequent mitoses are 
found in all cases. Bizarre cells with more than one 
nucleus were found in 29 of the 36 cases. The large 
numbers of mitoses present in the leiomyosarcomas are 
probably the most significant differential microscopic 
feature. 

All but one of the patients with leiomyosarcoma 
were treated surgically. In all but one of the 35 patients 
treated surgically an attempt was made to remove the 
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Died Alive Local Recurrent Year Number Recurrences 
Number with with Not 
Anatomic Site of Patients Tumor Metastases 0-2 2-5 5 (Clinically) Followed 
and Neck 8 3 0 0 o § 
' Trunk 6 3 0 0 0 0 1 1 0 1 § 
__ Upper Extremity 6 2 2 0 0 0 0 1 0 1 § 
___ Lower Extremity 16 ‘5 3 1 0 0 2 3 2 0 
Totals 36 11 8 2 1 0 4 6 2 2 
tumor locally. The table above shows the follow-up data 
Leiomyosarcomas of Soft Tissues y P 


on these patients. In all 19 patients with metastases, 
pulmonary metastases were present. The high local re- 
currence rate indicates that when the diagnosis of this 
tumor is made, a radical local excision should be done. 
(Cancer, 2:844, 1958.) 


Radiation Therapy in Carcinoma of the Pancreas 


EXCEPT FOR A RARE INSTANCE in which surgical excision 
of carcinoma of the pancreas is successful, the outlook 
in that disease is uniformly hopeless. Moreover, once 
the diagnosis has been made, it is implied that the pa- 
tient will not survive long and that his remaining days 
will be marked by considerable suffering. Various pallia- 
tive measures have been employed in an effort to pro- 
long life or at least to make it more endurable. These 
include surgical procedures for relief of biliary obstruc- 
tion or intestinal obstruction, abdominal paracentesis, 
and alcohol injection of the splanchnic nerve plexus 
for relief of pain. 

Billingsley, Bartholomew and Childs assayed the 
palliative effects of x-ray therapy in a group of 13 pa- 
tients who received such treatment for carcinoma of the 
pancreas. The average tumor dose was about 3,000 r 
given over an average of 19 treatment days. The results 
were uniformly disappointing. Examination of survival 
figures indicated that the patients did not receive a 
prolongation of life. Search of the case histories for less 
tangible evidences of benefit—relief of pain or retarda- 
tion of ascites formation—was just as discouraging. 
Patients either derived no symptomatic improvement 
or were made more uncomfortable as a result of radia- 
tion therapy. The authors note, however, that these 
results do not preclude the possibility that larger doses 
of x-ray therapy may be beneficial in an occasional 


case. (Proc. Staff Meet., Mayo Clin., 33: 426, 1958.) 
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Boric Acid Poisoning 


ConNELLY, CRAWFORD AND SoLowayY recall to the atten- 
tion of the medical profession the thought that boric 


acid should be removed from the physician’s armamen- ° 


tarium’on the grounds that it lacks usefulness and is 
extraordinarily toxic under certain conditions. The 
medium for recollection is a case report of boric acid 
" poisoning in a 9-day-old male infant for whom a phy- 
sician had prescribed that boric acid powder be dusted 
on a circumcision wound. The baby’s mother had kept 
a can of powdered boric acid adjacent to a can of 
Dextri-Maltose that was to be used preparing baby’s 
formula. One day, she inadvertently put boric acid in- 
stead of Dextri-Maltose into the formula. Result : severe 
boric acid poisoning. 

In this case, the authors administered abundant 
liquid parenterally, and when it was evident that renal 
function was good, they felt safe in withholding ex- 
change transfusion. The infant made a satisfactory re- 
covery. (New England J. Med., 259:1123, 1958.) 


Staphylococcal Parotitis 


IN THE PREANTIBIOTIC ERA, acute bacterial parotitis was 
occasionally observed—usually in an elderly patient 
who had undergone a surgical. operation or who was 
seriously ill and debilitated for other reasons. The 
causative organism often was a Staphylococcus. Until 
a few years ago this form of parotitis had become 
quite infrequent, and the widespread use of antibiotics 
was given credit. Now there is reason to believe that 
the disease is reappearing on the scene and that anti- 
biotic-resistant staphylococci are implicated. That 
thought is given further support in a report by Peters- 
dorf, Forsyth and Bernanke in which the authors tell 
of encountering seven cases of acute staphylococcal 
parotitis during a period of a few months. 

There was an appropriate background for develop- 
ment of the complication in all seven patients. All but 
one were elderly, three were in a postoperative stage, 
and all were seriously ili and debilitated. It seemed 
evident to the authors that dehydration, particularly 
dryness of the mouth, was the most important pre- 
disposing factor. It was proposed that inspissation of 
secretions from the parotid gland favors partial or com- 
plete obstruction of the parotid duct, which in turn 
permits the development of infection locally. In addi- 
tion, far from preventing the development of acute 
parotitis, prophylactic use of antibiotics may have 
favored development of the infection. Thus, in five of 
seven patients, the disease appeared while antibiotics 
were being given, or closely thereafter. 

The staphylococci that were cultured in all seven 
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cases were resistant to penicillin, streptomycin anid the 
tetracyclines. The organisms were sensitive to neomy- 
cin, bacitracin, nitrofurantoin and novobiocin. 

The disease was not difficult to recognize. It was 
characterized by swelling, redness and tenderness in 
the parotid region. Fever and considerable leukocy- 
tosis (mean, 33,000) were other features. Treatment 
was most effective when antibiotics to which the 
organisms were sensitive were employed. (New Eng- 
land J. Med., 259:1250, 1958.) 


Liver Dysfunction and Lupus Erythematosus 


Lupus ERYTHEMATOSUS has infrequently been consid- 
ered the etiologic factor in patients presenting the 
problem of liver disease and jaundice, according to 
Bartholomew and his associates. The authors describe 
a group of women (mostly young adults) who, for vary- 
ing periods before the evidence of hepatic disease ap- 
peared, had protean symptoms consistent with the 
clinical diagnosis of disseminated lupus erythematosus. 
These patients had been under medical management 
for periods ranging from six months to 13 years. It was 
the recent development of jaundice or some other evi- 
dence of hepatic decompensation that seemed to pre- 
cipitate the terminal phase in those who died of their 
systemic illness. In other cases, at the time objective 
evidence of grave disease of the liver was evident, the 
patients presented in general the unusual clinical pic- 
ture of apparent well-being, strikingly different from 
that ordinarily expected in other forms of serious dis- 
ease of the liver. 

The cases reported had many features in common 
with the present concept of diffuse lupus erythemato- 
sus. The periodic fever, arthritis, pleuritis, sensitivity 
to sunlight and drugs, and skin rashes, along with such 
laboratory findings as a false-positive serologic reaction 
for syphilis, markedly increased sedimentation rate, 
hematuria, albuminuria and cylindruria, and a con- 
sistently positive result with the L.E. cell clot test, are 
all in keeping with the diagnosis of diffuse lupus erythe- 
matosus. These features are certainly foreign to any of 
the current concepts of primary disease of the liver. 
The typical ceils of disseminated lupus erythematosus 
repeatedly demonstrated in the serum or bone marrow 
in every case are considered by the authors to be true 
positive tests and not a false-positive L.E. cell reaction. 

It seems significant that several patients who have 
been considered to have a false-positive L.E. cell reac- 
tion in other studies, when the complete picture of 
lupus erythematosus was not present and when in fact 
another clinical diagnosis was made, have subsequently 
had involvement of multiple systems and presented a 
clinical picture readily recognized as disseminated 
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lupus erythematosus. The authors emphasize that this 
syndrome is often a chronic one, with multiple mani- 
festations, some of which are evanescent. It may take 
years before the clear-cut syndrome of disseminated 
lupus erythematosus becomes manifest. Only after a 
long period of observation of any given patient, even as 
long as a decade, can one say that an L.E. cell reaction 
was truly false. (New England J. Med., 259: 947, 1958.) 


Bone Healing 


MANY MATERIALS (ivory, ox bone, gelfoam) have been 
used experimentally and clinically to fill defects in 
bone. Bryan, Janes and Grindlay have reported studies 
using Ivalon sponges to fill cylindric defects in dog 
femurs. Although the sponges were found to act as a 
framework for the new bone, the Ivalon uniformly de- 
layed bone healing. The periosteum regenerated over 
all unfilled defects, but did not grow over the holes 
plugged with the Ivalon sponge. (Proc. Staff Meet., 
Mayo Clin., 33:453, 1958.) 


Chronic Urticaria and Dental Infection 


Tue cause of chronic urticaria tends to remain ob- 
scure. Consideration usually is given to the possibili- 
ties of emotional disturbances, infection and allergy. 

Resch and Evans reviewed the records of 100 pa- 
tients with chronic urticaria in order to determine the 
incidence of dental infection. They were also seeking a 
possible correlation between appropriate dental treat- 
ment and the course of the urticaria. Most of these pa- 
tients had been suffering from their urticaria for many 
weeks or months—some for years, either continuously 
or intermittently. The cause was obscure in all cases. 
The results of careful dental examination are shown in 
the diagram at the right. 

Of the patients having chronic dental infection, 17 
were treated and were adequately followed. This num- 
ber of patients is obviously too smali, in view of the un- 
predictability of chronic urticaria, for any decision to 
be made about relationships between dental infection 
and chronic urticaria. In any event, the course of the 
urticaria was unaffected in 11 of the 17 patients treated. 
It disappeared after dental surgery in six patients, al- 
though it subsequently recurred in three of them 
months or years later. 

The authors concluded that it is important to search 
for dental infection in patients having chronic urti- 
caria. There is the occasional case in which stubborn 
urticaria of obscure origin clears promptly ‘after in- 
dicated dental surgery. In addition, such treatment 
might be expected to improve the patient’s general 
health. (Cleveland Clin. Quart., 25: 147, 1958.) 
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Echinococcus Cyst of the Lung 


GINSBERG AND HIS ASSOCIATES indicate that echinococcus 
cysts of the lungs are rarely seen in the United States 
and therefore are frequently forgotten in the differential 
diagnosis of pulmonary diseases. The incidence of dis- 
ease due to Echinococcus may increase in this country 
because large numbers of the Armed Forces have served 
in areas where infestation is common. 

The symptoms of echinococcus disease of the lungs 
are few and are not pathognomonic. Generally, the pa- 
tients appear healthy and have early symptoms of 
cough, slight hemoptysis and transient episodes of ele- 
vation of temperature. There may be a latent period of 
many years between the time of infection and the ap- 
pearance of any symptoms. At times, the presence of a 
hydatid cyst becomes suspected only when a complica- 
tion, such as leakage, frank rupture or bacterial infec- 
tion, ensues. The cyst may rupture into the lung and the 
contents are coughed up, or it may rupture into the pleu- 
ral space and cause empyema. Eosinophilia is totally 
unreliable in the diagnosis of echinococcus infection. 

Three diagnostic immunologic reactions have been 
studied at length. These include the complement fixa- 
tion test, the intradermal test and the precipitin test. 
The complement fixation test is a good diagnostic test, 
and a positive result depends upon whether the hydatid 
is alive and whether communication exists between 
the cyst and the host. With death of the parasite, nega- 
tive results may be expected. The intradermal Casoni 
test is generally reliable, although occasionally false- 
positive reactions are obtained. The Casoni reaction 
does not change quickly or certainly from positive to 
negative, and may be positive for five or more years in a 
patient without persisting infestation. The precipitin 
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test is less accurate than either the complement fixation 
test or the intradermal test. 

These diagnostic tests should be done in all patients 
with moderately large or large, round lesions of the 
lung. Even if these tests are negative, echinococcus 
disease must be remembered at the time of thoracot- 
omy: The authors warn against aspiration of such round 
lesions because of the remote possibility that hydatid 
disease may be present. If, during aspiration, hydatid 
fluid containing scoleces is spilled, new cysts may 
form. In addition, empyema may result. 

Surgery should be conservative, should be under- 
taken early to avoid complications, and should include 
removal of the parasite, avoidance of contamination of 
the wound in the pleural cavity with live hydatid ele- 
ments, provision for dealing with the sac in the lung, 
and removal of diseased parenchyma of the lung. In the 
small simple cysts, enucleation and closure of the re- 
sulting cavity by suture should be done. Where the 
simple cyst is large, segmental resection or lobectomy 
is indicated. A complicated cyst may require segmental 
resection, lobectomy, pneumonectomy or marsupiali- 
zation. (Dis. of Chest, 34:496, 1958.) 


Treatment of Short Esophagus 


SHORT ESOPHAGUS is only rarély a congenital lesion; 
usually it follows peptic ulceration and scarring of the 
distal esophagus incident to esophageal hiatal hernia. 
It also appears following operations that destroy the 
physiologic esophagocardiac sphincteric mechanism. 
The most common symptoms of patients with short 
esophagus are dysphagia, pain and bleeding. Medical 
management is usually ineffective and operation fre- 
quently is necessary. 

Ellis, Andersen and Ciagett report on 27 patients 
who were treated by esophagogastrectomy, vagotomy 
and antral excision. This operation fulfills theoretic 
criteria for the alleviation of stricture due to peptic 
esophagitis in that it removes the diseased segment, it 
cuts down on gastric acidity (both cephalic and antral 
phase) and it militates against gastric retention. 
Twenty patients had tests of postoperative gastric 
acidity. All of them were achlorhydric following a test 
meal or insulin. Fecal fat excretion was found to be 
15.1 per cent (normal 4 per cent). 

Of 27 patients operated, there was one postoperative 
death (due to perforated gastric ulcer, probably due to 
ischemic necrosis), and two were operated on too re- 
cently to evaluate. Of the remaining 24, 22 had either 
good or excellent results, one had a fair result, and one 
patient still needed periodic esophageal bouginage and 
was classified as a failure. (Ann. Surg., 148:526, 
1958.) 
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Bronchogenic Carcinoma Under Forty Years of Age 


RIVKIN AND SALYER note that, along with the increase 
in the occurrence of bronchogenic carcinoma, the dis- 
ease has been appearing at an earlier age. Of 141 male 
patients treated for bronchogenic carcinoma at an 
Army hospital, 26 (14 per cent) have been below the 
age of 40. 

Although a large proportion of patients eligible for 
care ina military hospital are in the younger age groups, 
the authors believe that this does not explain the high 
incidence of bronchogenic carcinoma in their group. 
Despite the significant incidence of lung cancer in men 
under 40, the diagnosis frequently is not considered. 
Furthermore, when the diagnosis is made, an unwar- 
ranted hopeless prognosis may be given, based solely 
on the age of the patient. 

The authors’ experience indicates that bronchogenic 
carcinoma is no more malignant in those below 40 than 
in the older age groups. The age of the patient should 
not militate against the diagnosis of bronchogenic car- 
cinoma, and aggressive therapy of young men with 
bronchogenic cancer can yield cures in a number of 
cases. The symptoms, distribution and cell type are all 
similar in the younger group of patients with broncho- 
genic carcinoma except for a moderate increase in the 
incidence of primary adenocarcinoma. 

Sixteen of the cases in this report were inoperable 
at the time of diagnosis. Inoperability was determined 
on the basis of distant metastases, cervical node metas- 
tases, brachial plexus invasion, and extension of the 
tumor proximal to the carina. There was an average 
delay of 5.3 months from the onset of the symptoms 
until the establishment of the diagnosis. In most in- 
stances, the delay was due to failure by the patient to 
seek early medical attention. Two of the resected pa- 
tients are living and well, three and one-half and five 
years after surgical management. (Dus. of Chest, 34: 
521, 1958.) 


Remember the Xanthines 


VISCHER REMINDS PHYSICIANS that the xanthines are still 
useful drugs in the treatment of cardiovascular dis- 
eases. He believes that these drugs have tended to be 
forgotten in the light of new drug developments. 

Although the xanthines are not nearly so potent in 
their diuretic effect as mercurials and some other di- 
uretics, they have the advantage that they act slowly 
and steadily and are not so likely to produce side ef- 
fects. Even a tendency to gastric irritation is largely 
avoided if a slowly soluble compound is used, such as 
theobromine calcium salicylate. (Clin. Med., 5: 101, 
1958.) 
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Serum Reaction 
ic Q. What is the current treatment of chowce for delayed 
n serum reaction (tetanus antitoxin) characterized by 
d generalized urticaria, itching, chest pain and arth- 
ralgia ? 
h 
of A. No single method is uniformly effective in all cases. 
Il A subcutaneous injection of 1 cc. of the 1:1,000 solu- 
0 tion of epinephrine usually brings prompt relief, but 
re the symptoms return when the action wears off. At the 
same time, one may start a course of oral treatment 
le with one of the antihistaminics, such as diphenbydra- 
od mine (Benadryl) or tripelennamine (Pyribenzamine), 
S- 50 to 100 mg. every six to eight hours until the symp- 
ne toms subside. Should the response be insufficient, one 
Be may try the suspension of corticotropin-zinc hydroxide, 
ns 40 U.S.P. units intramuscularly once a day, or corti- 
n- sone acetate (U.S.P.), 50 mg. orally four times daily, 
to until the serum reaction is brought under control. 
ve 
4: Tuberculin Testing 
Q. As a screening procedure for the detection of pul- 
monary tuberculosis, what are the relative merits of 
the ‘patch test” and the intradermal tuberculin test ? 
ill A. The only merit of the Vollmer patch test is its 
- applicability to mass testing of infants and young 
be children. Syringes and needles are not required, and 
there is less fear shown by very young subjects. The 
» patch test is definitely inferior in all other respects. 
di- There may be both more false-positive and more false- 
ily negative results. When used for mass screening, there 
ef- ae likely to be some very severe reactions if the test 
ely is performed in the recommended manner. Patches 
“ nay be removed from the skin before the recommended 


period of 48 hours by either the child or a parent. 
For home and office use, and for the screening of 
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small groups, the Mantoux intracutaneous test should 
be used. I can see no place in pediatric or adult prac- 
tice for the use of the patch test except where mass 
screening must be performed. 


Treatment of Syphilis 


Q. In a penicillin-sensitive case with active syphilis or 
neurosyphilis but no facilities for fever therapy, what 
other treatment may be used besides heavy metal 
therapy ? 


A. Either tetracycline or erythromycin orally in doses 
of 1.5 Gm. to 2 Gm. a day should be given for a total 
of 40 to 60 Gm. If gastrointestinal symptoms interfere, 
a few doses may be omitted, but the important thing 
is to give a total of 40 to 60 Gm. In patients with 
neurosyphilis, the full 60 Gm. should be given. 


Induction of Labor 


Q. At what level of the Rh titer, in Coombs serum, 
beyond the thirty-sixth week of pregnancy would you 
induce labor? 


A. Induction of labor should be considered in the 
presence of a living fetus and a rising titer, particularly 
if the titer has reached the level of 1:64. A preinduc- 
tion x-ray of the abdomen may be helpful in deter- 
mining the degree of maturity of the fetus, the presence 
or absence of anomalies, and the presence of a corona 
that is caused by the marked edema of fetal erythro- 
blastosis. 


Carbon Tetrachloride Poisoning 


Q. What immediate treatment should be used for a 
patient who has inadvertently drunk about two 
ounces of carbon tetrachloride ? 
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A. There is no known specific antidote for carbon 
tetrachloride. Vomiting should be induced immedi- 
ately by the usual methods and lavage of the stomach 
carried out. Any ingestion of alcoholic beverages 
should be avoided. Since the sequelae of carbon tetra- 
chloride ingestion are severe liver damage and acute 
tubular necrosis of the kidney, the administration of 
oral or intravenous fluids in large volume should be 
precluded until adequacy of urine flow has been estab- 
lished. The provision of large amounts of glucose and 
vitamins and possibly the ingestion of neomycin to 
decrease gastrointestinal flora may be started as soon 
as the stomach has been emptied and lavage com- 
pleted. 


Ear Pain on Flying 


Q. Can anything be done to prevent the development of 
severe pain in the ears in a patient who regularly 
develops such trouble whenever he makes an airplane 
flight—even in pressurized planes ? 


A. The patient should have a thorough examination 
in order to rule out the presence of any lymphoid 
tissue in the nasopharynx, any evidence of sinus dis- 
ease or allergic manifestations and metabolic dis- 
orders. Sometimes occlusal defects may be responsible. 

Many people suggest such minor procedures as 
chewing gum or yawning. However, if these things fail, 
nothing else would be of benefit except to refrain from 
flying. 


Leg Pains in Children 


Q. What are the current concepts of the etiology of chil- 
dren’s muscle and bone pain that occurs only during 
sleep? The pain is usually found in the lower ex- 
tremities and is absent the following morning. Is 
there any basis in calling them “‘growing pains’’? 


A. In the large majority of cases, the etiology of pain 
in the lower extremities of children, occurring at 
night, is unknown and the condition is innocuous. 
Rheumatic fever is rarely a cause. 

There is no basis for referring to them as growing 
pains. 


Uses of Procaine 


Q. Two elderly patients of mine came to me requesting 
novocain therapy as outlined in Coronet magazine, 
December, 1958, in the article, “Old Drug Brings 
New Comfort,’’ by Harry Marx. What is the 
rationale, if any, for this drug in the aging process ? 


A. There is a massive amount of literature 0 the 
use of intravenous procaine hydrochloride in various 
diseases. Graubard and Peterson presented an c¢\cel- 
lent summary of this work in their book, Clinica! Uses 
of Intravenous Procaine, Charles C Thomas, Spring- 
field, Ill., 1950. It does appear that the value of the 
drug in intractable pain has been overrated. Peterson, 
C. G. (Anesthesiology, 16:678 and 976, 1955) showed 
that in those cases in which intravenous procaine re- 
heves pain, one factor in its action is its effect upon the 
“drug vulnerable reticular relays” which are involved 
in the pain process. Keats, et al. (1951) found in- 
travenous saline valuable in obtunding pain in 20 per 
cent of patients, intravenous procaine useful in 40 per 
cent and intravenous morphine effective in 70 per cent. 
The degree of pain relief afforded by intravenous pro- 
caine has been found to be comparable to the effect 
of 90 mg. of pentobarbital sodium. The latter drug is 
not valuable as an analgesic but owes its popularity 
to its hypnotic action. In my opinion the enthusiasm 
for intravenous procaine promulgated in the essay 
by Henry Marx stems from clinical observations on 
uncontrolled cases. 


Treatment of Hemiplegia 


Q. What ts the current thinking about the value of stellate 
ganglion block in the management of recent hemi- 
plegia? 


A. In this writer’s opinion the most satisfactory series 
of cases was reported by C. P. Millikan and F. P. 
Moersch (Arch. Neurol. & Psychiat., 70: 558, 1953). 
They concluded that block of the stellate ganglion 
did not appear to exert a favorable influence on the 
prognosis in cerebral infarction. The mortality rate 
for 40 patients who received such injections was 23 
per cent when embolism was not present, as against 13 
per cent for 144 patients who did not receive stellate 
block but who had clinically comparable lesions. The 
degree of improvement of the neurologic signs did 
not differ greatly in these two groups of patients. 


Effect on Sedimentation Rate 


Q. Does anticoagulant therapy sometimes cause in- 
creased sedimentation rate ? 


A. Anticoagulant therapy within therapeutic range 
has no significant effect upon the sedimentation 
rate. In addition, there is no evidence that anti- 
coagulant therapy carried beyond the therapeutic 
range causes any effect on the sedimentation 
rate. 
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Pain Suppressor 


(News Conference announcement by Secretary of Welfare 
Arthur Flemming, Washington, Jan. 13.) UNDER 
CUINICAL TRIAL is a synthetic drug, known now as 
NIH 7519, which is ten times more potent than mor- 
phine, but which apparently is much safer and less 
addicting. Developed by Doctors Everette L. May and 
Nathan B. Eddy of the National Institute of Arthritis 
and Metabolic Diseases, NIH 7519 belongs to a new 
series of compounds called benzomorphans. Patent 
rights have been assigned to the government. Possi- 
bilities of assignment of foreign rights to the World 
Health Organization will be explored. 


Cancer Trial 

(Cancer Chemotherapy National Service Center announce- 
ment, Washington, Jan. 22.) Mrromycin C, an anti- 
biotic reported as giving promising results in chemo- 
therapy of cancer in Japan, has seldom produced 
objective improvement in clinical trials to date in the 
United States. Major toxic reactions have frequently 
resulted. Studies continue. 


Fourth Injection 


(Polio Vaccine Symposium, University of Michigan, Ann 
Arbor, Jan. 6.) A FrouRTH sHOT of Salk vaccine is 
advocated, but only as a temporary expedient until 
the potency of commercial vaccine can be increased 
to the point where three injections will confer com- 
plete, lasting protection from paralytic polio. Com- 
mercial manufacture of vaccine 100 per cent effective 
when administered in three properly-spaced injec- 
tions is an attainable objective.— Dr. Jonas E. Sark, 
University of Pittsburgh. 


Here each month are published notes of progress 
in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 


in the daily press and weekly newsmagazines. Report of a new theory 


or therapeutic claim here, prior to its formal endorsement 
in the medical literature, is not to be regarded as endorsement 
or verification by the editorial staff. 


Medigrams 


Radiation Facts 


(National Academy of Sciences announcement, Wash- 
ington, Jan. 7.) A 20-YEAR sTUDY to determine the true 
effects of natural background radiation and radiation 
from fallout is proposed by the National Academy. 
It would try to measure radiation influences on leu- 
kemia, bone cancer, longevity, and attempt to deter- 
mine whether there is a safe level below which radia- 
tion produces no effects. The study might cost $30 
million and involve two million persons, half living on 
the West Coast, half in high altitude areas, such as the 
Colorado plateau, where residents are subject to more 
radiation from cosmic rays and radioactive minerals. 


Radioactive Diagnosis 


(Mid-Winter Conference of Hadassah, New York, Feb. 
3.) ISRAELI PHYSICIANS find that radioactive iodine can 
tell promptly whether a person has suffered a heart 
attack, and where the thrombus is located. The isotope 
is found to localize in necrotic heart tissue. ‘While 
in many cases, electrocardiographic interpretation 
does not show up for from 24 to 48 hours, Hadassah 
researchers have found it possible to locate the throm- 
bosis in as early as a few hours.”— Dr. Jack Karpas, 
deputy director-general, Hadassah Medical Organiza- 
tion in Israel. 


Early Correction 
(American Academy of Orthopaedic Surgeons, Chicago, 


Jan. 28.) STARTING TREATMENT before 1 year of age 
brings the best results in correcting congenital dislo- 
cation of the hip. Perfect anatomic results were 
achieved in 75 per cent of cases when treatment was 
begun at ages 1 month to 1 year, but perfect results 
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were obtained in only one-third of cases when treat- 
ment was delayed until age 24 to 3 years. The condi- 
tion can be diagnosed in the first weeks of life.— Drs. 
Icnacio V. Ponseti and Epcar R. Fricerio, Univer- 


sity of Iowa, Iowa City. 


Dead or Alive 


(Ibid., Jan. 24.) A NEW TECHNIQUE using radioactive 
sodium can show within 20 minutes whether a hip bone 
is viable or not before the hip fracture is set. A small 
incision is made down to the bone, the sodium in- 
jected, and time of clearance measured with an auto- 
matic recorder. ‘With a vascular head, the curve 
starts to drop within a few minutes of the start of the 
run. In contrast, a devascularized head will show al- 
most no fall in count at all during the whole ten min- 
utes the count is taken.” If the fractured portion is 
vascular, an immediate setting and nailing operation 
can be carried out. If it is devascularized, a bone graft 
or hip prosthesis can be inserted.— Drs. Patrick G. 
Lainc and Apert B. Fercuson, Jr., University of 
Pittsburgh. 


Low Back Pain 


(Ibid., Jan. 29.) Comptaint of low back pain in the 
presence of a negative myelogram is sometimes 
attributed to emotional cause, but “many of our 
so-called psychoneurotic patients may really have a 
back pain.” A study of 300 patients on whom dis- 
cography was performed shows a disc can herniate 
on the anterior as well as posterior side. Symptoms 
of anterior herniation come on insidiously, and the 
pain “is deep and somatic in character with radiation 
to the lower abdomen, upper thighs and groin. It is 
aggravated by the gravitational force of weight- 
bearing.”— Drs. Henry L. Ferrer and Joun P. ADams, 
Washington, D.C. 


Repeat Performance 


(Ibid., Jan. 27.) ELDERLY WOMEN sustaining trochan- 
teric fractures run a 16.4 per cent chance of suffering 
another fracture, according to a ten-year analysis of 
239 consecutive patients, mostly females. ‘“This figure 
emphasizes the fact that the bone structure and con- 
figuration of elderly women tends to be less resistant 
to trauma than that of similar men,” and the patients 
must be instructed in protecting themselves from falls, 
a main cause of the hip fracture.—Drs. MATHER 
CievetanD, Davin M. Boswortu, Freperick R. 
TxHompson and Hupson J. Wuson, Jr., St. Luke's 
Hospital, New York. 


Dated Doctors 


(Federation of State. Medical Boards of the United States, 
Chicago, Feb. 9.) PROGRAMS ARE NEEDED to stimulate 
or require practicing physicians to keep abreast of 
advances in medical science. The public has a right 
to expect uniformly high standards of medical care. 
Suggested steps are periodic re-examinatiors of 
licensed physicians to check that they have retained 
basic information and know about advances; regular 
participation in acceptable programs of continuing 
education; making either or both of the foregoing the 
requirements for continued membership in organized 
medicine or specialty—Dr. Gunnar GuNnpERson, 
La Crosse, Wis., president of the AMA. 


Lung Spot 


(American Cancer Society seminar, Phoenix, Ariz., Jan. 
23.) In 95 PER CENT OF CASES, careful reading of chest 
x-ray films, plus patient’s history and other facts, 
will indicate whether a suspicious spot on the lung 
is benign or cancerous and save numerous persons 
from unnecessary surgery. Chances are three to one 
that a suspicious shadow is benign. The odds it is 
benign increase if the border lines of the lesion are 
sharp, if the shadow shows signs of calcification, if the 
patient is a woman, is under 45, has lived in the south- 
western United States or Middle West, had any history 
that might point to tuberculosis, Valley fever or histo- 
plasmosis. This increase of odds makes immediate 
surgery unnecessary, with the spot being checked later 
by x-ray.—Dr. L. Henry Gartann, San Francisco. 


Desert Search 


(Ibid., Jan. 24.) EXTRACTS OF DESERT PLANTS and weeds 
growing in the western United States and Mexico are 
being tested for possible antitumor activity. One plant 
used for centuries by Mexicans and Indians, yerba 
del manza or herb of mercy, heals stubborn sores such 
as intractable skin ulcers. It now is being studied for 
anticancer activity, particularly against skin cancer. 
— Dr. W. Apert Brewer, Phoenix. 


Heart Protection 


(Joint Statement of the American Heart Association and 
Public Health Service, Washington, Jan. 10.) Since 
INFLUENZA “‘can be a real threat to persons with heart 
ailments,” and may result in death, heart patients are 
urged “to seek the advice of their physicians with 
respect to obtaining the protection that vaccination 
will give.” 
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MEDICAL AUDITING 


JOSEPH A. SERGENT, M.D. 


This article explains a medical audit system and how 
it works. It is based on experiences at St. Mary’s 
Hospital, Rochester, N.Y. This is not an attempt to 
give a detailed or comprehensive review of every phase 
of a medical audit nor to recommend the described 
method of auditing as the only one possible. Masses 

of results will not be statistically evaluated. 


Wuat Is A MEDICAL AUDIT SYSTEM? Essentially, it is a 
self-policing tool with a dual purpose: (1) the im- 


provement of patient care and (2) the self-education 


insure the former. “Physician, heal thyself” is another 
way to express it. A medical audit differs qualitatively 
from other “chart”? committees, such as a medical 
records committee. The latter attempts only to certify 
that the proper ingredients of a good chart are present. 
For example, are the necessary forms used on the 
chart ; do the lab reports reach the chart in due time; 
does a completed chart arrive in the record room on 
time; is the proper nomenclature used in final diag- 
noses on the front sheet of the record? In short, is the 
final substance in accord with all the regulations of the 
Joint Committee on Accreditation of Hospitals? 

A medical audit committee, on the other hand, 
functions to determine whether what the doctor puts 
in the chart about the patient adds up to good medi- 
cine and good medical care. In other words, has the 
patient received good medical care? This is obviously 
amuch more difficult task. It must take into account 
that any such evaluation is “post hoc” reasoning, done 
with the benefit of 20/20 retrospective vision. The 
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of the physician. Actually, by achieving the latter, we. 


special Features 


auditor must always realize that the problems the 
doctor faced at the time of patient care are not always 
so readily apparent to a second doctor who never has 
seen the patient. However, with the basic concepts of 
good medical practice in mind, these problems are 
not difficult to surmount. It must also be remembered 
that no system of self-criticism can produce any real 
results unless there is justified criticism. 


Operation of a Medical Audit 


Exactly how does a medical audit system operate? 
Described here is the one used at our hospital, a 335- 
bed community general hospital. The hospital is di- 
vided into the usual four major clinical departments 
(medicine, surgery, pediatrics and OB-GYN). Sub- 
specialties are represented by divisions within the 
major departments (ophthalmology, ENT, neuro- 
psychiatry, dermatology and others). In addition, 
there is an administrative department of general prac- 
tice. Its members may associate with one of the three 
major departments of medicine, pediatrics or OB-GYN 
at their own choice while maintaining privileges in 
each of the other two departments. If a general 
practitioner does not choose to associate with any one 
department, he still has privileges in all three depart- 
ments. However, it is only through association with a 
department that he becomes eligible for advancement 
on the hospital staff. General practitioners do not 
have major surgical privileges or assist at major 
surgery, since there is an active, well-established surgi- 
cal residency program. 
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The medical audit was set up approximately three 
years ago as a pilot project in the department of 
medicine. One year later, it was adopted by each of 
the other clinical departments, including the sub- 
specialty divisions, substantially as it existed in the 
medical department. Therefore, although much of 
what is said will pertain to the department of medicine 
(since the writer has most experience there), the 
general procedures involved are about the same in all 
other departments. Exceptions will be noted. 

In each clinical department, a chairman of that de- 
partment’s audit committee is appointed on a yearly 
basis. In addition, three other men from that depart- 
ment serve three months each on the committee, one 
man leaving and a new man joining the committee 
each month. These men review all the charts of dis- 
charged patients in their department. This is done 
on an individual basis: that is, as each man has the 
time, he reviews or “audits” as many charts as pos- 
sible. This auditing is done according to a plan of 
marking (more about this later). Once each week, 
the members of each departmental audit committee 
meet. Each member brings with him charts he has 
reviewed which, in his opinion, are deficient in one 
or more of the criteria to be subsequently explained. 
All the members of the committee then discuss these 
charts. If, in the judgment of the group, the chart is 
really deficient, it is given whatever grade or mark the 
group indicates. If the grade is below the critical level 
for “passing,” or if it is poor enough to be near that 
level, the doctor who cared for the patient and wrote 
the chart is sent a letter explaining the situation. At 
the same time, he is invited to meet with the com- 
mittee and explain or discuss whatever the short- 
coming was. If, after this meeting, the committee still 
feels there was no justification for the shortcoming, the 
chart only then is assigned the final or “failing” 
grade. 


Point System Evaluates Patient Care 


The marking or point system was set up to evaluate 
the pertinent factors which make up good patient care 
and medical practice in any circumstances. Although 
the number of points assigned to any one factor differs 
to some extent from one department to another, the 
general considerations and fundamental concepts are 
the same. Points are assigned on the basis of a total of 
100 with suitable division according to the following 
major criteria : (1) Was the diagnosis accurate, complete 
and adequately substantiated ? For example, a diagnosis 
of myocardial infarction made on the basis of only one 
equivocal electrocardiogram might be considered an 
unsubstantiated diagnosis. (2) Was the treatment given 
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adequate and correct ? For example, the treatment of an 
E. coli urinary tract infection with penicillin would 
certainly demand some explanation. (3) Was con- 
sultation sought, if needed? If it was obtained, was it 
requested soon enough to do the patient some good? 
(4) Were the progress notes adequate? It may well be 
that many notes are written, none of which say very 
much about what was really happening to the patient. 
In essence, there is no way of knowing what a doctor is 
thinking as he diagnoses or treats a patient unless he 
states it. The progress note is the place to do this. 

There are other factors to which points are assigned 
in each of the departments. For example, ten points are 
given in the department of medicine for the completion 
of a rectal and eye ground examination on males, and 
a pelvo-rectal and eye ground examination on females. 
In obstetrics, points are assigned to adequate following 
of the patient during labor. Again, it should be em- 
phasized, however, that the major criteria used are 
basically the same in all departments. 


Role of the General Practitioner 


Where does the general practitioner fit in? At our 
hospital, as mentioned, he admits and treats patients 
in all the major clinical departments except major sur- 
gery. In each of these three departments, he takes an 
active part in the business of auditing charts. As orig- 
inally constituted, the three “rotating” men on the 
audit committee in each department included one 
general practitioner. His part in reviewing charts and 
in all other ramifications of committee work previously 
described is the same as the specialist members of the 


committee with the major exception of the department 


of medicine. Here, some special considerations have 
become necessary. 

In the department of medicine, a general practitioner 
no longer actually marks or reviews individual charts. 
The reasons given for this by the department are many. 
There are a large number of men working in this de- 
partment. This number (about 20 internists and 50 
general practitioners) makes it rather unwieldy to ro- 
tate all through a three-month period of activity. To 
shorten the three-month period would make for much 
less efficiency. Second, it was stated that as a group, 
general practitioners who had served on the audit com- 
mittee in the medical department were less objective n 
marking the charts. This means, of course, a reluctance 
existed to “mark down” another doctor’s chart. This 
same criticism was also made of some internists who 
had audited charts. Third, the opinion was expressed 
that internists, by nature of their training, would be 
more expert at evaluating a case within the scope of 
internal medicine. Fourth, and especially in view of the 
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associate” program in effect at the hospital, it was felt 
that the general practitioner has no real right to mark 
charts in the medical department, since, strictly speak- 
ing, he doesn’t belong to that department. It was 
therefore decided by the department of medicine that 
arelatively small group of internists would do all of the 
actual chart auditing. 

Greatest of the possible implications of unfairness 


in this system is the lack of representation in delibera- | 


tions and decisions concerning one’s own department’s 
charts. To overcome this at least partially, it was ar- 
ranged that a member of the department of general 
practice would regularly attend the weekly meeting of 
the medical audit committee. This is the meeting at 
which charts said to be deficient are scrutinized by the 
entire audit committee. The general practitioner sitting 
in takes an active part in the discussion of all charts, 
but especially when a chart of another general practi- 
tioner is being considered. The medical department 
makes a point of stating that this system extends the 
general practice department an invitation—it does not 
recognize any inherent right of the latter department to 
be there. It is generally felt that this system is some- 
what less than perfect. It certainly does not satisfy all 
possible criticisms of not having a general practitioner 
marking charts, but, at least in large part, it does 
restore representation. 


Results of the Medical Audit 


What about ihe results of the audit system? What 
has it accomplished in terms of doctor education and 
improvement, and in terms of better patient care? Has 
it been predominantly the general practitioners and 
their patients who have been affected or not? After 
three years of experience, several conclusions are now 
quite apparent. 

There is no question that charts have improved con- 
siderably. Where previously a patient might have been 
in the hospital many days and have only a few terse 
uninformative notes on the chart, almost any record 
now has a very adequate series of informative, pertinent 
and clear-cut notes. Where a chart might have shown 
little effort at clear-cut diagnosis and treatment—even 
in cases where such effort had been expended but just 
not recorded— these charts now portray more accurate- 
ly what actually happened to a patient during a hospital 
Stay. 

We, the doctors, have been put “on our toes.” When 
one ts aware that the care he gives a patient is going to 
be evaluated and criticized by other doctors, he 
mak«s a much greater effort to be certain that such 
care \s adequate and his chart description is more 
comylete. This is a perfectly human trait—the audit 
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system merely exploits it. Without using columns of 
statistics, it can be quite fairly stated that the number 
of charts of specialists adversely criticized is about the 
same as those of the general practitioners when a pro- 
portion of the numbers of each group is made. It must 
be remembered that most charts which have some point 
credit deducted under the marking system are not 
“failing” charis. Points are deducted depending on the 
degree and seriousness of the mishandling involved. 
Keeping this in mind, the fact that general practitioners 
and specialists have been about equally criticized be- 
comes more meaningful. The obvious conclusion is that 
all doctors can stand at least some improvement. This is 
an important fact to be remembered by any group or 
hospital staff which embarks on a program of improve- 
ment and education of its members, whether by means 
of an auditing system or otherwise. By the same token, 
the audit also recognizes the good work done by most 
doctors while at the same time it should stimulate all to 
improve. 

It must be emphasized that a good audit system 
should be an educational tool. If the dictum that one 
learns by one’s mistakes is true, then it might be said 
that every point deducted from an audited chart could 
mean a point of learned or relearned medical informa- 
tion. Ifan auditing system is approached from the view- 
point that it is to be a valuable educational experience 
and not a “witch hunt” or a “squeeze play” on certain 
doctors, then every other objective of the system will 
almost automatically follow. In truth, if medical audit- 
ing is not approached in this way, it is doomed to the 
well-occupied limbo of many other intraprofessional 
bickerings. 


Improvement of Patient Care 


What about patient care? Has the level of such care 
actually improved, or are we merely making a con- 
clusion to justify the system? The consensus in all de- 
partments is there is absolutely no doubt that the qual- 
ity of patient care has improved. This is true in small 
and large facets of this care, if one can use the terms 
“small” and “‘large” when talking about the care of a 
human being. It is now unlikely that a patient will leave 
the hospital with an uninvestigated urine specimen 
showing many white cells or 2-plus albumin, or that a 
patient with equivocal liver function studies will be 
diagnosed as hepatitis with no investigation for car- 
cinoma. It must be rare that a true mid-pelvic forceps 
delivery is called an outlet forceps procedure. It is not 
probable that an infant with severe diarrhea and second- 
ary dehydration will be treated with “lots of fluids 
and we’ll see what happens.” It has become obvious 
that the infectious nature of good medical practices is 
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markedly enhanced by the vector’ medium of intra- 
professional criticism. 


Negative Effects of the System 


What about the bad effects? Have there been any? 
Unfortunately, the answer is a probable yes. Whenever 
rather large scale criticism is undertaken, there will 
inevitably be the possibility of unfairness. In any system 
where many are concerned, at least a few will be hurt. 
Some men will always feel, rightly or wrongly, that 
they have been unjustly judged. Accusations have been 
made that the medical audit was used as a tool to 
**get” certain doctors. Charges have been hurled that 
personal animosity has been shown in certain cases. 
A few doctors have had hospital privileges reduced or 
denied because of care judged to be consistently poor. 
These things in turn have generated feelings of outrage 
against the audit in other doctors who have not been 
directly involved. Cries of “regimentation” and “witch 
hunt” result. 


Are the charges and accusations true? Have the 
denials and reductions of privileges been justitied? 
Certainly, it would be impossible to prove or disprove 
such statements as those above. Whether the real rea- 
sons for the existence of the audit, namely, better pa- 
tient care and doctor education, have sometimes been 
lost sight of, really becomes an academic argument. The 
important fact is that such charges and accusations do 
exist, with all their bad after-taste of resentment and 
bitterness. This, of itself, is unquestionably a bad ef- 
fect. Whether this price is worth paying for the at- 
tempt at generally better medical care is a decision 
each hospital must make for itself. 

It is certainly true that every doctor should seek 
improvement—improvement in his own education and 
techniques and, therefore, in his patients’ care. The 
medical audit can be one means of attaining that im- 
provement. If.approached with the proper viewpoint 
and operated with the interests and needs of all in- 
volved physicians in mind, it can be an excellent 
means of such attainment. 


money being spent. 


Chewing Gum THE AMERICAN PEOPLE spend more money annually for chewing gum than they do for medical 

research, according to a handbook compiled by the National Health Education Committee, 

Conscious Inc. Figures cited in the book show similar disparities between money spent for medical 
research and for many other items, including greeting cards and shampoos. 

The 1957 edition of the handbook compiles information on the major killing and crippling 

diseases, together with the status of research on their causes and cures and the amount of 


For fiscal 1957, the publication reports, Congress voted $102,224,000 for medical research 
through five institutes of the National Institutes of Health. The figure includes research grants, 
fellowships and intramural research on the major diseases. 

For 1955, the latest year for which the committee has figures, the voluntary health agencies 
allocated $14,782,131 for research. In contrast, the handbook’s figures on “civilian expend- 
itures” for 1955 show, among other items, $282,360,000 spent by Americans for chewing 
gum, $285,220,000 for greeting cards and $122,650,000 for shampoos. 

The survey shows heart and circulatory system ailments to be the No. 1 killer among dis- 
eases that afflict Americans. This disease group, together with related kidney disorders, 
caused 826,890 of the 1,527,000 American deaths in 1955, according to the book. 

The survey cites an estimate that between nine and ten million Americans are suffering from 
diseases of the heart and circulatory system. 

The nation’s No. 2 killer among diseases is cancer, the survey reports. More than 790,000 
people in the United States are under treatment for cancer, according to the book, and about 
450,000 cancer cases will be diagnosed for the first time in 1957. In 1955 cancer was listed as 
the cause of 242,430 deaths, or 16 per cent of the total. 

The book’s theme is that expenditures for medical education, facilities and research pay off 
not only in the saving of lives and relief of suffering but also in dollars. 

It cites the nation’s 18 per cent decline in death rate from 1937 through 1955 and estimates 
that through this decline the government gained more than $770 million in income taxes 
for 1955 alone. The survey puts the gain in national income through the decline in death 
rate at almost $6 billion in 1955. —Tue New York Times. 
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New Approach 
to Narcotic Addiction 


LOIS LAMME 


eencept. Advocates of the new medically-oriented 

= approach to addiction maintcin that the addict de- : 

= serves a right to get well, even though he abuses ae 
that right. Some authorities believe that punish- mg 

ment may even intensify the problem. v 


One our oF EvERY 3,000 Americans is a drug addict— 
many of them destined to live out their lives running 
from doctor to doctor in wild anticipation of getting 
some relief—however illicitly. They stand a better 
chance of getting caught than getting cured. 

There is general agreement that the Federal Bureau 
of Narcotics has done an excellent job of seizing drugs. 
However, control of the patient remains inadequate 
and lackadaisical. He is generally regarded as a crimi- 
naland is on his own until he tangles with the law. 

When a doctor tries to treat an addict and uses the 
material to which the person is addicted, he runs afoul 
of the Narcotics Bureau and may lose his license and 
become involved in litigation. As a result, the doctor 
either does not attempt to treat the addict, or, if he 
does ireat him, tries to do so in a completely drug-free 
Manier, 

Also, in most places, an addict cannot be committed 
to a hospital for treatment. Most general hospitals are 
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unwilling to accept these cases. For the most part, an 
addict is picked up by the police, thrown into jail and 
taken off his drug “cold turkey.” Even if he should 
be fortunate enough to be sent to a hospital, there are 
usually no medical or psychiatric facilities to help 
him after he gets out. 


Serious Controversy Abounds 


Doctors are naturally concerned because the “cure” 
of addicts has lagged far behind control of drugs. It’s 
a difficult problem—with no easy answer. Suggestions 
for treatment of addicts have ranged all the way from 
legal supply of drugs to the total segregation of all 
addicts. Some suggestions have engendered bitter 
controversy. 

This is an area that requires serious reappraisal by 
the entire medical profession. The doctor must decide 
what his role should be. 

Actually, the problem of drug addiction should 
perhaps embrace a cooperative effort, involving social, 
psychologic, medical and legal aspects. But in the 
words of Rep. Hale Boggs (D-La.), author of laws 
against drug handling, ‘When and if the medical pro- 
fession is in substantial agreement on some of these 
problems, then legislative action might be a lot simpler 
to obtain.” . 

Two main schools of thought dominate students of 
this field. A growing number of medical men, sociolo- 
gists and criminologists believe that management of 
the addict should be put in the hands of those who 
treat other sick people. Many physicians have attempted 
to define drug addiction, and the essence of their re- 
marks is that the problem is a personality disorder 
similar to the problem of alcoholism. It, therefore, is 
essential to appropriately treat the nervous or emo- 
tional disorder. Psychotherapy between the patient 
and the physician always is most desirable. Propo- 
nents of this theory point out that this is not a task 
for the limited number of psychiatrists, but should 
also be the concern of every physician who encounters 
such patients. In many instances general practitioners 
may have more intuitive knowledge and understanding 
of their own patients than a psychiatrist would. 


Criminal Concept Stirs Debate 


The first and most important element in this whole 
problem is to do away with the concept that the drug 
addict is a criminal, and secondly, to provide more and 
better facilities for treatment of addicts. 

There is growing evidence that there is practically 
no cure under today’s circumstances. Cure, many 
authorities contend, must be more than just with- 
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This chart shows the number of times 17,471 addict patients were 
admitted to the United States Public Health Service Hospital, Lexing- 
ten, Ky., from 1935 to 1955. During this period, there were 34,539 
admissions. Fourteen per cent of the patients were admitted three 
or more times and accounted for 45 per cent of the total admissions. 
Twenty-two per cent were hospitalized twice, and 64 per cent were 
hospitalized once. ‘ 


drawal of the drug. It must come about from long- 
range withdrawal accompanied by a long-range pro- 
gram of social, psychiatric and economic rehabilita- 
tion. Some physicians and sociologists have pointed 
out that if legislators could realize that narcotic addic- 
tion is a symptom of a psychiatric disorder rather 
than a crime, much could be done to keep valuable 
members of society from ultimate degradation. 

One of the advocates of the new approach to drug 
addiction is Dr. Dwight Murray, Academy member 
and past president of the AMA. He says that the new 
approach to addiction should include studies “to find 
out what bothers young persons who take to drugs, 
so that we can forestall their degradation.”’ Education 
and civic efforts such as recreation centers are social 
weapons against conditions that lead to addiction, he 
said. 

Other proponents of the new approach urge some 
form of re-education for all doctors who feel they can 
turn on addicts and run them out of their offices like 
unwanted animals. 

The other school of thought is predominantly that 
of law-enforcement agencies. One spokesman of this 
attitude is Albart Aman, director of the United States 
Treasury’s Bureau of Narcotics in Chicago: 

“These people are dangerous and they belong in 
prison. I definitely think that an addict is a criminal. 
I think it (addiction) is a vice and disagree with the 
small group that believes the addict is a sick person. 

"We need stronger laws to serve as a deterrent and 
to make the business unprofitable.” 
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Officials of the Narcotics Bureau say that the in- 
creased penalties for narcotics violations, enacte:| in 
1956, have been the greatest asset so far. The Narcotic 
Control Act of 1956 provided a minimum ten-year 
mandatory sentence, with a possible death sentence 
at the discretion of the jury, for the unlawful sale of 
heroin by a person over 18 years of age to a person 
under 18 years of age. In addition to increased 
penalties for second and third violations, the law 
includes a number of new enforcement aids. 


Problem Still Is Serious 


Even with severe penalties on narcotics traffic, drug 
addiction remains an unsolved, ugly problem. Narcotic 
Commissioner Harry J. Anslinger has told Senate in- 
vestigators that, “Despite the substantial progress 
which has been made in the field of narcotic drug 
control, there is abundant evidence that drug addic- 
tion remains a serious problem.” 

A Senate subcommittee, in April, 1956, reported 
that while there were fewer drug addicts in the nation 
than there were before the Harrison Narcotic Act was 
passed in 1914 and before the Federal Bureau of Nar- 
cotics was created in 1930, the figure of at least 60,000 
addicts today is more than the number reported by 
any other western nation. 

“Drug addiction and the illicit narcotics traffic,” 
the committee reported, “are responsible for approxi- 
mately 50 per cent of the total crimes committed in 
the large metropolitan areas and 25 per cent of all 
reported crimes in the nation.” 

The subcommittee stressed that drug addiction is 
contagious, that unhospitalized addicts spread the 
habit with cancerous rapidity to their families and 
associates. Yet less than 20 per cent are confined. 

"It is inevitable that this contagious problem will 
increase from year to year unless drug addicts are 
exposed to an effective treatment and rehabilitation 
program, and unless those who fail to respond to 
treatment are placed in quarantine-type confinement 
or isolation,” the subcommittee declared. 


Occupational Hazard for Doctors 


During the last year, medical journals have been 
reporting that an alarming number of physicians have 
fallen victims to narcotics. One authority estimates 
that the number of doctors who become addicted each 
year is equal to “the entire graduating class of one 
medical school.” Another states that while the inci- 
dence of known addiction in the general population 
is about one of every 3,000 people, the ratio for physi- 
cians is about one of every 100. 


GP Volume XIX, Number 3 


: 2 
1.5% 
| 
J 
=. 
= 


The California Board of Medical Examiners con- 
siders 50 to 60 cases of addiction or illegal personal 
use of drugs among doctors every year. However, 
contrasted with the 5 per cent average recovery among 
lay addicts, Time reports a phenomenal comeback 
record of 92 per cent among California’s physicians. 
The medical board attributes this mainly to the humane 
manner of treating physician addicts. 

The medical board immediately revokes an offending 
physician’s license but usually lets him go on prac- 
ticing, on three- to five-years’ probation. For this 
privilege, he must give up all use of narcotics unless 
prescribed for him or his patients by another licensed 
physician. With few exceptions, those who do not 
win the battle commit suicide. 

Treatment of addiction in the general population 
offers little hope. As one doctor has observed, “It is 
a floundering, helter-skelter shot in the dark that hits 
once in a rare while.” 


Facilities Don’t Meet Need 


The Senate subcommittee found that existing pro- 
cedures and facilities for the treatment and rehabilita- 
tion of drug addicts are inadequate and require 
substantial improvements. Less than 15 per cent of the 
victims of drugs are being successfully cured today. 

One of every three addicts treated in the nation’s 
two Public Health Service narcotic hospitals (at Lex- 
ington, Ky. and Fort Worth, Tex.) returns for another 
“cure.” Forty per cent of the addicts admitted to these 
world-famous hospitals are repeaters. 

Even federal officials in charge of the hospitals 
testified that cures, in the strict medical sense, are 


Forty per cent of the addicts admitted to the government hospitals are 
repeaters. Many addicts have been in and out of these federal hos- 
Pitals as many as 20 and 30 times, never staying long enough at a 
time to be “cured.” This “revolving door” type of operation is ex- 
Pensive and of little benefit to the addict and the community. 
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presently impossible for the vast majority of addicts. 
However, this failure is not attributed to the treatment 
methods within the institution. The discouraging rate 
of relapse is said to result from two main weaknesses: 
poor admission procedures which permit voluntary 
addicts to come and go at will and, second, the utter 
lack of community follow-through programs to receive 
the addict-patient upon his discharge. 

Many addicts have been in and out of the federal 
hospitals as many as 20 and 30 times, never staying 
long enough at any one time to be “cured” of addiction. 
This “revolving door” type of operation is expensive 
for the hospitals and of very little benefit to the addict- 
patient and the community. 


Follow-up Program Desperately Needed 


The subcommittee reported that the federal govern- 
ment has no follow-up facility for rehabilitation. And 
the effect of the law is that it prevents the hospital 
authorities from advising and working with state and 
municipal agencies in rehabilitating these patients and 
recommitting them if necessary. Hospital authorities 
reported that because of the law, they do not know 
what happens to two out of three discharged addict- 
patients. 

Moreover, the state courts are denied the authority 
to commit an addict to the Public Health Service hos- 
pitals. And state and local treatment facilities are 
extremely meager. Only one state, New York, has been 
able to finance a hospital devoted solely to the treat- 
ment of addicts, and this is for patients under 21 years 
of age. 

After addict-patients leave the hospital, they are 
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nearly always rejected and abandoned by their home 
communities. Dr. Harris Isbell, director of the Addiction 
Research Center at Lexington, states, ‘““The addict goes 
to the social agencies and finds that they are already 
tremendously overburdened with many other prob- 
lems. They are afraid of the addict and will do nothing 
for him, and in order to eat, that man almost imme- 
diately has to drop back into some kind of criminal 
activity. But the minute he goes back into criminal 
activity, he is going to head back to drugs.” 

Probation officers have pointed out that the public 
abhors the addict and that he has greater adjustment 
problems after returning from the hospital than other 
prisoners after being released from jail. Private case- 
work agencies and local psychiatrists do not like to 
handle addict cases. 


Blight Is Extremely Contagious 


The subcommittee pointed out that no facilities exist 
for isolating the chronic or “incurable” drug addict. 
This hard core is left free to infect others and to 
habitually engage in crime. “The pattern is endless, 
and so is the cost in terms of crime, taxpayer dollars 
and human havoc.” 

The experts consulted during this investigation 
agreed that the chronic addict must be “‘quarantined” 
or otherwise confined for long periods of time, or per- 
manently if relapses continue after releases from 
isolation or confinement. 

Many noncriminals are forced into antisocial be- 
havior in order to support their habits. Their synthetic 
dreams cost them $25 to $30 a day. Getting and taking 
drugs becomes their supreme goal, and many of them 
cannot concentrate on useful occupations. This grim 
treadmill causes a staggering amount of larceny among 
men and, in the case of women, prostitution. Some 
addicts, in order to get their own drugs, become ped- 
dlers—and so the infection spreads—as an AMA Com- 
mittee on Narcotics said, ‘contaminating the individual 
members one after another, like the rotten apple in a 
barrel of sound ones.” 

One proposal for dealing with the problem is the 
**so-called clinic plan for legal distribution of narcotics 
to drug addicts.” Supporters of this plan point to fan- 
tastic profits in illicit narcotics. For instance, a pound 
of pure heroin that would cost $115 if it could be 
legally sold for medical purposes, brings the importer a 
minimum of $75,000 as soon as he gets it to this coun- 
try. The proponents of legally distributed narcotics 
assert that it is “better to take care of addicts within 
society than to have them go outside.” Under the 
present system, not being able to get drugs from their 
physicians for a modest fee, the addicts resort to stealing 
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from doctors and pharmacies and to other unswcial 
tactics. 

The clinic plan, very actively promoted by the New 
York Academy of Medicine, has generated bitter con- 
troversy among medical authorities and law-enforce- 
ment officials. It was stated during the Senate hearings 
that there were indications that the controversy was 
actually impeding law enforcement and efforts to im- 
prove and expand existing programs for treatment and 


rehabilitation of drug addicts. 


Would Dispense ‘Free’ Narcotics 


The crux of the plan is its proposal to set up all over 
the country a system of dispensary clinics where ad- 
dicts could obtain narcotics free or at a very nominal 
charge. Provisions would be made for registration, 
fingerprinting and photographing to identify the ad- 
dicts. The clinics would be staffed by doctors, employ- 
ment counselors, psychiatrists and others who would 
attempt to rehabilitate the addict. Attempts would be 
made to withdraw drugs gradually. Addicts who did not 
respond to withdrawal would be given “stabilizing” or 
*‘maintenance” doses of narcotic drugs for the rest of 
their lives. 

The Senate subcommittee report unalterably op- 
posed and rejected the “‘clinic plan.” “We are opposed 
to all types of so-called ambulatory treatment,” the re- 
port stated. The subcommittee believes that initial 
treatment must take place within a special institution, 
and that rehabilitation of a drug addict should not 
begin until he is off of narcotic drugs and has under- 
gone extensive physical and psychiatric treatment with- 
in an institution. 

The investigators concluded that attempts to reduce 
narcotic addiction and to destroy the illicit narcotics 
traffic by giving “free drugs” to narcotic addicts would 
end in abject failure and would tend to increase the 
addiction problem. The committee members declared 
that the thought of permanently maintaining drug 
addiction with “sustaining” doses of narcotic drugs is 
utterly repugnant to moral principles inherent in our 
laws and the character of our people. 

Also supporting these conclusions are the Canadian 
Senate’s Special Narcotics Investigating Committee, the 
Commission on Narcotic Drugs of the United Nations 
and the Committee on Drug Addiction and Narcotics 
of the National Academy of Sciences, National Research 


Council. 


Clinics of the 20’s Are Reviewed 


The AMA Committee on Narcotic Addiction has 
made a study of the operations of the clinics which 
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dispensed narcotics from 1919 to 1923. The commit- 
tee found a small amount of data available on the sub- 
ject. Moreover, this data was not sufficiently objective 
to be of great help in evaluating the clinics. 

Approximately 44 clinics or dispensaries were estab- 
lished in various cities. Some of them operated for only 
afew weeks, and others for as long as four years. In 
general, the clinics seemed only to dispense drugs to 
addicts in order to prevent exploitation of the patients 
by drug peddlers. 

Proponents of the clinic plan point to a number of 
beneficial results. They say that addicts were brought 
out of hiding and made accessible to examination and 
rehabilitation. They claim that the clinics stopped the 
peddling of drugs, enabling addicts to give up criminal 
activities and to obtain employment. These proponents 
claim that in the case of the New York clinic, some of 
the addicts were prepared for hospitalization and 
withdrawal. 

In discussions of the so-called “‘clinic plan,” frequent 
reference is made to the “British system.” It is a rather 
common misconception that under this system, British 
physicians write prescriptions for addicts, which sup- 
posedly has eliminated the “black market” in nar- 
cotics. Certain parties now urge, “Adopt the British 
system.” 

However, Narcotics Commissioner H. J. Anslinger 
maintains that the British and United States systems 
for enforcing narcotic laws are exactly the same. He 
declares that there is a black market for opium in the 
United Kingdom. 

Dr. Harris Isbell shares the same opinion: “A 
physician in Great Britain is allowed to give drugs to 
an addict only under certain very closely specified 
conditions.” 

He adds that the outstanding feature is the apparent 
lack of criminal addiction in England, but he attributes 
this to the fact that social conditions in England are 
far different from those in the United States. ‘Ap- 
parently we have an addict-prone population,” he 
said. 


Disastrous Results Cited 


Opponents of the clinic plan in this country claim 
that only detrimental results were achieved by the 
clinics of the 1920’s. They say that some of the drugs 
were diverted to people who were not clients of the 
clinics. ‘They state that the clinics failed to cure addicts 
and that peddling of narcotics was not eliminated but 
actually increased. It is asserted that the clinics caused 
Concen| rations of addicts in the cities where they were 
located. with a resultant increase in crime. The AMA 
Commitice found that claims for the detrimental results 
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are somewhat better documented than the’ claims of 


beneficial results. 

Therefore, in June, 1921, the committee recommend- 
ed that the AMA urge both federal and state govern- 
ments to exert their full powers to put an end to all 
so-called ambulatory methods of treating narcotic drug 
addiction, whether practiced by the private physician 
or by the so-called “narcotic clinic” or dispensary. 
This resolution was adopted. 

The Journal of the American Medical Association 
(November 30, 1957) stated that recommendations by 
the Committee on Narcotic Drugs must have been very 
influential in causing the Secretary of the Treasury to 
order closing of the clinics. The Supreme Court has 
clarified the government’s position that a physician 
may not prescribe narcotics to an addict merely for 
the purpose of “gratifying” his addiction. 

Does this mean, then, that control of the addict is a 
lost cause? How do opponents of the clinic plan an- 
swer those who declare, “It is better to take care of 
addicts within society than to have them go outside.” 


Doctor-Patient Rapport Is Vital 


Certain medical authorities point out that at the 
present time the medical profession is not fully 
equipped to manage this problem. One student of the 


Narcotics Commissioner Anslinger has stated that addicts comprise 
a large proportion of the shoplifters, pickpockets, card sharpers and 
other criminals of this general class. Police officers recognize that a 
wave of burglary, pocket picking and thievery often may be broken 
up by hunting out the addicts in the neighborhood. Senate testi- 
mony revealed that the Chicago Crime Prevention Bureau has esti- 
mated the cost of crime depredations by addicted persons in that 
city amounts to $200,000 a day. 
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problem, Dr. Herbert Berger, Staten Island, N.Y., has 
recommended, “Once physicians know what their 
role should be, I think the way addiction should be 
handled is not necessarily in hospitals but in addicts’ 
homes. After all, the most difficult problem in any 
psychiatric disorder is the rapport that develops be- 
tween physician and patient.” 

Dr. Berger points out that this rapport is accom- 
plished very beautifully in Fort Worth and Lexington 
but that it is broken the minute the individual returns 
to his previous environment. He recommends that the 
treatment and the aftercare must be done by the same 
person and in the same locality. 

The majority of medical authorities seem to agree 
that treatment of addiction which makes no provision 
for confinement while the drug is being withdrawn is a 
failure, except in a relatively small number of cases. In 
all cases, treatment is an exacting, painstaking, pa- 
tience-trying procedure. 

The treatment program at Lexington can be divided 
into a number of distinct phases. These include with- 
drawal of drugs, then physical and mental rehabilitation 
and finally preparation for discharge and follow-up. 
Dr. Harris Isbell, director of research at the hospital, 
says that withdrawal of drugs is very easy to accom- 
plish, providing one has proper conditions, namely, 
ability to exclude illicit drugs (drugs other than those 
prescribed by the physician) from the institutional 
environment. 


Use Methadone ir Withdrawal 
Dr. Isbell reports that withdrawal ordinarily can be 


accomplished in less than two weeks, and that for the 
majority of patients the withdrawal period is probably 
under one week. Withdrawal of opiates consists in sub- 
stitution of a synthetic drug, methadone, for whatever 
drug the patient may be using. This will minimize the 
patient’s illness. 

Vocational and recreational therapy—keeping the 
patients busy—is greatly stressed. The doctors at Lex- 
ington believe that a large proportion of addicts are 
immature individuals who have never learned to accept 
adult responsibilities. They derive their emotional sup- 
port from drugs. The program at Lexington is designed 
to train these individuals in some kind of discipline to 
teach them good work habits. Vocational training is 
offered to enable the patients to learn a useful trade 
suitable to their abilities which they can use when they 
leave the institution. 

Medical authorities seem to agree that the hospitals 
in Fort Worth and Lexington and the hospital for 
juvenile addicts in New York are doing wonderful 
work. However, for the reasons given above, the govern- 
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ment institutions are failing to accomplish the:, full 
mission. 


Recommendations for ‘New Approach’ 


The Senate subcommittee—focusing attention on 
proposals for treatment, rehabilitation and confinement 
of addicts—heard 27 expert witnesses, including lead- 
ing medical authorities and law enforcement officers, for 
a total of 1,058 pages of testimony, and received more 
than 2,000 pages of material in the form of supple- 
mentary statements and exhibits supporting and de- 
scribing various alternative approaches to the over-all 
problem. On the basis of this intensive study, the com- 
mittee in April, 1956 made the following recommenda- 
tions for a medically oriented approach to the problem: 

1. That voluntary commitments of the federal nar- 
cotics hospitals be abolished and that all admissions be 
processed through the appropriate district court of the 
United States for civil type commitment requiring a 
mandatory period of treatment, or by state court com- 
mitments under the conditions herein outlined. 

2. That the surgeon general be authorized to accept 
addicts committed by a state on a reimbursable basis 
under state court orders requiring a mandatory period 
of treatment. 

3. That each state be assigned a quota of addict- 
patients which may be committed to federal narcotics 
hospitals at any one time, therefore assuring that each 
state has fair and equal opportunity to avail itself of the 
limited facilities. In those few states where the number 
of addicts requiring treatment exceeds the established 
quota of patients at Lexington and Fort Worth, such 
states should assume the responsibility of establishing 
their own special hospitat facilities for the treatment 
of drug addiction. 

4. That states desiring to participate in the commit- 
ment program, in order to become eligible, must have 
satisfied the surgeon general that suitable follow- 
through or posthospitalization facilities have been es- 
tablished to aid and assist the drug addict upon his 
discharge from the federal narcotics hospital and to 
determine any relapse to addiction. That the USPHS 
continue to provide technical and advisory assistance 
to states and local communities in developing follow-up 
programs. 

5. That, for a successful follow-through program, 
commitment orders for drug addicts should provide 
for at least a three-year probation status upon release 
from federal hospitals, including mandatory provisions 
for regular reporting and physical examinations and for 
recommitment upon relapse without the institution of 
new proceedings. 

6. That no drug addict be treated at federal narcotics 
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hospitals on more than three occasions, after which, if 
he is found to have relapsed again to the use of drugs, 
he should be subject to state or federal proceedings 
designating him as an habitual narcotic addict and 
committing him to an indeterminate quarantine-type 
of confinement at a suitable narcotics farm which, it is 
recommended, be established with joint federal-state 
planning and financing, and such an arrangement to 
include either: 

a. individual states, or 

b. a group of states entering into a compact for 

such purpose. 

7. That the Public Health Service Act be amended to 
authorize the divulgence of information relating to nar- 
cotic addicts to appropriate federal and state authorities 
in charge of treatment and rehabilitation programs and 
to the Federal Bureau of Narcotics. 

8. That the surgeon general continue and expand, 
where needed, the existing federal research program 
into the causes, treatment and rehabilitation of drug 
addicts, and that annual reports on the progress of such 
research be made to the appropriate committees of the 
Congress. 

These recommendations for treatment and rehabilita- 
tion were not intended, of course, as a substitute for 
criminal confinement and punishment of those addicts 
convicted of law violations. 


Proposals Not Enacted by Congress 


A number of bills have been introduced in the United 
States Congress in the last few years relating to the 
control of narcotics traffic and the treatment and re- 
habilitation of addicts. However, according to Surgeon 
General Burney, none specifically implementing the 
recommendations of the Senate Committee have been 
enacted into law. 

Perhaps the most comprehensive proposal was S 980, 
introduced in the 85th Congress by Senators Kefauver, 
Hennings, Langer and Payne. This bill would have 
authorized establishment of outpatient units of Public 
Health Service hospitals to provide follow-up and re- 
habilitative services for individuals treated in the 
government narcotics hospitals. It would also have 
assisted states and municipalities in developing treat- 
ment and rehabilitation programs and facilities for 
such persons. 

$ 980 would have authorized a continuing program 
of (1) federal grants to both state and local govern- 
ments and also to private organizations and institu- 
tions for the development of field testing and demon- 
Stratioi, programs for treatment, personnel training 
and surveys to evaluate the treatment programs, and 
(2) fecicral participation in cooperative arrangements 
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with states, communities and private agencies for the 
operation of jointly financed treatment and rehabilita- 
tion facilities for addicts. 

The surgeon general would have been authorized to 
admit to service hospitals, on a reimbursement basis, 
addicts committed by state courts if facilities were 
available for their treatment, they were found suitable 
for such treatment, and there was reasonable assurance 
of a state or local program which could provide post- 
hospitalization services for them. 

HR 151, a joint resolution which was introduced 
by Representative James B. Utt of California, also 
contained provisions which would have implemented, 
in part, the Senate Committee’s recommendations. 
However, no action was taken on either of these bills 
by the members of Congress. 

Surgeon General Burney has pointed out, however, 
that the various activities connected with drug addic- 
tion problems can be assisted through the numerous 
mental health programs of the Public Health Service. 
In addition, experimental or pilot treatment, follow- 
up and rehabilitation programs can be assisted on a 
project grant basis, which is covered under Section 
303 of the Public Health Service Act, as amended in 
August, 1956. 


Less than 20 per cent of the nation’s addicts are confined. Victims of 
an abnormal craving, nothing must stand in the way of their getting 
their drug. Addicts even invent bizarre methods of hiding a supply 
of narcotics to use when they are in jail, as shown above. 
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THERE ARE THREE GREAT FALLACIES in medicine that 
lead to professional liability action. First is the belief 
that diagnostic and surgical skills are the chief safe- 
guard against a malpractice action. Second is the 
belief that being a good Samaritan is good medicine. 
Third is the belief that a just cause is a good cause. 
These virtues may win lawsuits, but they seldom pre- 
vent them. Being a defendant in a malpractice action is 
never a happy experience, no matter how sweeping 
your ultimate victory may be. Before you brand me as 
a devil’s advocate or dismiss me as a complete legal 
cynic, let me still some of the free-floating anxiety that 
the word “malpractice” seems to arouse in physicians 
by stating as vigorously as I can that the great bulk of 
malpractice actions in this country are readily pre- 
ventable. 

For proof of that statement you need only look at the 
medical quack. Of the tens 
of thousands of malpractice 
actions that fill our law re- 
ports, how many are di- 
rected against medical 
quacks? Disconcertingly 
few. What accounts for this 
peculiar state of affairs? 


Samuel Polsky, associate professor, 
Temple University Law School and 
director of the Philadelphia Medi- 
colegal Institute, points out that 
the great bulk of malpractice actions 
can be prevented. 


*‘*THE DOCTOR AND THE LAW’”’ 
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You can’t explain it all away by saying that there are tk 


relatively few medical quacks left. 

That may be true in Buffalo, but it would hardly be al 
true in California. The efforts of medical societies in 
that state and in others, and the work of the U.S. 
postal authorities, the Pure Food and Drug Adminis- 
tration and other agencies testifies to a continuing fight P 
against the inroads of new medical quacks as fast as the 
old ones are put out of business. But almost without 


exception, either public ageneies or quasi-public le 
agencies, such as the medical societies, conduct the é 
fight. Rarely does the individual victim bring a mal- h 


practice suit against the medical quack. ‘ 

The answer is not difficult to find. The only skill d 
that the quack has to sell is the ability to establish and fe 
maintain rapport with another person. Medical skill is 
completely absent, yet so are malpractice suits. 

As a case in point, some years ago in Pennsylvania, a . 
self-styled plastic surgeon set up business. He straight- ‘ 
ened noses by injection of wax. Unfortunately on hot ‘ 

h 
h 


July days, his patients found their noses melting. They 
did not run to their lawyers, however. There was no 


need to. Day or night their doctor was available with t 
sympathy, consideration and understanding, and ulti- ‘ 
mately, of course, more artistry in wax. The medical ’ 
society fought him through one court after another. : 
But not even this publicity was enough to break his | 
immunity from malpractice attacks by his victims. ; 
His one stock in trade was an excellent bedside | 
manner reflected in a continuing high degree of rap- 
port with his patients. This was enough to prevent t 
malpractice actions despite his complete absence of I 
professional skill. t 
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I do not suggest that medical schools establish a 
dinical professorship in medical quackery to teach the 
skills of rapport. All too often, however, this skill tends 
tobe dwarfed by other professional skills. Perhaps also, 
the association of this one skill with the quack leads to 
its depreciation in the hands of the reputable physician. 
To some extent the demands of a busy practice accom- 
plish the same result. Specialization also exacts some- 
what the same toll. 

May I suggest that the modern surgeon exhibits a 
somewhat lesser degree of warmth in establishment of 
the physician-patient relationship? May I also suggest 
that this factor, rather than the risks inherent in sur- 
gery, so often makes the surgeon the target of malprac- 
tice litigation? The risks of surgery are not to be 
denied, of course. But that very fact conditions the 
patient to accept an untoward result with greater 
tolerance. 

If I were required to state a first principle of pre- 
ventative law in malpractice actions it would be that 
diagnostic and surgical skills are of far less importance 
than skill in establishing a friendly physician-patient 
relationship. In achieving this, it seems to me that the 
ability to listen and simply being available to the pa- 
tient are all-important. 


Pitfalls of ‘Good Samaritanism’ 


There is a difference, of course, between being a 
good doctor and being a good Samaritan. The second 
legal pitfall leading to a malpractice pratfall lies pre- 
cisely here. Exercise your bent for doing good in the 
highest tradition of your profession by giving of your 
services as freely as you like or are able. You enter 
dangerous ground only when you stop practicing pro- 
fessional medicine in order to practice amateur eco- 
nomics. The warning signs and admonitory symptoms 
are quite plain. They may be summed up as hyper- 
sensitivity of the ego accompanied by sub-acute 
melancholia and manifested by Hamlet-like musings 
along these lines: Can he really afford an x-ray? Will 
he think I am just trying to squeeze another visit out of 
him if I ask him to come back for a follow-up examina- 
tion? Is it an admission of failure if I suggest a con- 
sultation? The variations are infinite but the basic 
syndrome remains one of medical insecurity, largely 
induced by economics. It results in indecision and 
lack of medical action and is defensively rationalized as 
concern for the patient. The diagnosis is cardiovascu- 
lar good Samaritanism. 

The prognosisis guarded with possible legal complica- 
tions. !’hese often take the form of a malpractice action 
based «pon failure to check routine safeguards, failure 
to folli.. up, failure to obtain consultation, failure to 
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refer the case for observation or specialized treatment, 
failure to advise the patient of the risks of inaction and 
sometimes even failure to tell the patient just how ill he 
really is. 

If, therefore, I had to state a second principle of mal- 
practice prevention it would be to diagnose and cure 
yourself of good Samaritan palpitations unless you 
would like to recite and explain your soliloquies from 
the witness stand to a patient you have medically aban- 
doned. Nor is this overstating the case, for opposing 
counsel and the Court will remind you (and the 
audience of 12 jurors) that good intentions are not the 
equivalent of due care nor of good medical practice. 


Patience A Good Preventative 


The third fallacy that I would invite you to consider 
is that a just cause is a sound course to pursue. The 
history of many malpractice actions begins with the 
righteous indignation of a physician whose fees have 
not been paid by a patient who is able to pay them. 
After a course of polite and then pointed reminders 
have failed io elicit response, the matter is turned over 
to a commercial collection agency whose insistence re- 
minds the patient so often of the doctor that in time he 
achieves at least a mild obsession-compulsion neuro- 
sis. The obsession takes the form that the doctor is not 
and never was any good. In time this includes the view 


that the physician lacks skill as well as being a money- 


A friendly physician-patient relationship can be more important than 
diagnostic and surgical skills as a basis for avoiding malpractice 
actions, but a doctor can lean too far the other way and land in the 
pitfalls of “good Samaritanism.” 
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mad pirate without principles or scruples. The com- 
pulsion takes the form of a desire to talk about the 
persecution to all who will listen. His family and 
friends assure him that he is right and that he looked, 
talked and felt far worse after the doctor’s shameful 
treatment and incompetent ministrations. Soon the 
patient thoroughly believes all this and the obsession 
has become a delusion with strong paranoid coloring. 
By the time he sees his first lawyer he is thirsting for 
primitive retaliation. After being told he has no case, he 
broods over the deficiencies in his cause of action and 
eventually comes to discover the missing elements. His 
next lawyer now has a case that spells legal indignation 
over medical malpractice, and suit is started. 

Or the physician may sue for his bill and by a simi- 
lar, perhaps more rapid process, find himself faced not 
only with a defense of malpractice but a counterclaim 
or countersuit for damages. 

This history can be altered by a rather simple bit of 

‘preventative law. A just cause must not be hurried on 
its course. The statute of limitations for malpractice 
actions is far shorter than the limitation period for 
debts or contracts. Usually the malpractice action 
must be brought within one or two years of the time of 
alleged injury, while the debt or fee is not outlawed for 
some six or seven years from the time when it was con- 
tracted. Patience in waiting until the malpractice period 
of limitations has run out will not only restrain unwar- 
ranted suits of a purely retributive nature, but it may 
even result in peaceful, or perhaps piecemeal payment 
of your fee. 

As a final item of preventative law, may I urge that 
writing be retrieved from amongst the lost arts of 
medicine. By this I simply mean that if a patient refuses 


to follow your advice, you write and either tell him to. 


get another doctor within a reasonable time, or ai least 
inform him that you cannot and will not be responsible 
for his treatment if he refuses to take your advice. Or if 
you have a seriously ill patient who requires fairly fre- 
quent or constant care, or may require emergency care 
while you are away on vacation or on a trip, don’t rely 
on your answering service to do your referrals under 
such circumstances. A note to your patient telling him 
who will be covering your practice in your absence, 
and a note to the other physician describing the case 
and your course of treatment will not only avert mal- 
practice actions but may also prevent serious harm for 
your patient. And when an experimental or risky pro- 
cedure is to be tried, don’t just rely on the hospital 
form release and your patient’s oral consent. Confirm 
his consent on your explanation of the risks in writing. 
It need hardly be added that it is wise to keep copies 
of these letters in your own records. The psychologic 
value of such written communications in dissuading a 
patient from initiating litigation is probably greater 
than their probative value in court. But that, after all, 
is simply another way of saying this is good preventa- 
tive law. 

While many (perhaps most) malpractice suits can be 
prevented, some will always remain. No profession is 
wholly immune from carelessness or ignorance. May I 
urge that when you are confronted with such a situa- 
tion in your medical community, you are not practic- 
ing preventative law when you refuse to make your 
honest opinion known before all men. Under such 
circumstances refusal to testify involves something 
more important than personal convenience or lack of 
fortitude. It defeats justice, and degrades both law 
and medicine from their high estate as professions 
worthy of public respect. 


High Male 
Death Rate 


country. 


THE DEATH RATE for men has climbed to 50 per cent greater than the death rate for women. 
The mortality differential between the sexes is now wider than at any time in the history of the 


Each year 200,000 more men than women die. At present there are 7,700,000 widows, with 
an expected sharp rise in the years ahead. Researchers point out that an immediate balancing 


of the scales is imperative. 


Health Information Foundation reports that no conclusive answer can be given to why 
American women live longer than men. However, the foundation says it is possible that there 
are biologic rzasuns that women are now healthier and less subject to the tensions of modern 


urban life. 


Degenerative diseases such as cancer and heart disease strike men more frequently. Heart 
failures among women are 78 per cent below the mortality rate for men; cancer’s toll is 20 


per cent less among women. 


Foundation President George Bugbee says, “It is important for medical science to find 
ways of overcoming the imbalance—and it is important for men as well as women to accept 
the benefits medical science can bring.” 
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What the New Medical Expense 
Tax Deduction Means 
to the General Practitioner 


ALLAN J. PARKER, LL.M. 


Last year, Congress increased the allowable 
medical expense deduction. This, in turn, 
will mean increased paper work for physi- 
cians. Allan J. Parker, a member of the 
New York Bar, describes the doctor’s role 
in such cases. 


Some TIME during March or April, when your patients 
are preparing their federal income tax returns, you 
may receive a telephone call from one of your elderly 
patients : 

“Doctor, my tax attorney says that I should 

gel a letter from you saying that I am totally 

and fermanently disabled. It’s something 

about taxes.”’ 

The “something about taxes” is this: In 1958 Con- 
gress tinkered a little with the medical expense deduc- 
tion. For many years past, this deduction has been 
limited to $2,500 for a single taxpayer, $5,000 for a 
joint return (assuming in both cases no dependents) 
and $10,000 maximum in all events. In 1958 Congress 
increased the allowable medical expense deduction up 
to $15,000 for a separate return for a taxpayer where 
he or his spouse is (1) 65 and (2) totally and perma- 
nently disabled. 

“Disabled” is defined in the law as being unable to 
engage in any substantial gainful activity by reason 
of any medically determinable physical or mental im- 
pairment that can be expected to result in death or 
to be of long-continued and indefinite duration. A 
laxpayer claiming this deduction must furnish proof 
of the existence of disability in the form of a letter 
from his physician stating the nature of his illness or 
injury and the physician’s opinion as to whether it is 
permanent. 


The law makes the question of whether a person is 
totally aid permanently disabled essentially a medical 
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question. Ordinarily a terminal illness would result in 
disability. Inability to engage in normal activities be- 
cause of a broken bone, however, would not generally 
be considered such a disability since inactivity from 
such an injury would not generally be either long- 
continued within the meaning of this section or of in- 
definite duration, both of which conditions must be 
met, says the Senate Finance Committee report on 
this law. Obviously, there were no doctors on this 
Committee—what about a fractured hip of a 90-year- 
old lady? 

The problem involved in determining disability, 
from a tax standpoint, is largely the same as that 
found in administering the Social Security Disability 
Benefits Laws which were enacted in 1956. Rulings 
both under this law and the new tax law have said 
that the following constitute totally and permanently 
disabling conditions: 

**(1) Loss of use of two limbs. 

**(2) Certain progressive diseases which have resulted 
in the physical loss or atrophy of a limb, such as 
diabetes, multiple sclerosis or Buerger’s disease. 

**(3) Disease of heart, lungs or blood vessels which 
has resulted in major loss of heart or lung reserve as 
evidenced by x-ray, electrocardiogram or other ob- 
jective findings so that, despite medical treatment, it 
produces breathlessness, pain or fatigue on slight 
exertion, such as walking several blocks, using public 
transportation or doing small chores. 

**(4) Cancer which is inoperable and progressive. 

**(5) Damage to the brain or brain abnormality which 
has resulted in severe loss of judgment, intellect, 
orientation or memory. 

**(6) Mental disease (e.g., psychosis or severe psycho- 
neurosis) requiring continued institutionalization or 
constant supervision of the affected individual. 

**(7) Loss or diminution of vision to the extent that 
the affected individual has central visual acuity of no 
better than 20/200 in the better eye after best correc- 
tion, or has an equivalent concentric contraction of his 
visual fields. 

**(8) Permanent and total loss of speech. 

**(9) Total deafness uncorrectible by a hearing aid.” 

Of course, a great many individuals over the age of 
65 who are able to spend up to $15,000 on medical 
expenses per year simply are not in the market for 
gainful employment and, in the case of women at least, 
never have been. However, the regulations say that 
where the “substantial gainful activity of the taxpayer 
is (or prior to retirement was) housekeeping, house- 
keeping shall be considered her substantial gainful 
activity for the purpose of this section.” 

Frequently one of the large medical expenses for an 
older person is the expense of an attendant. The 
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attendant’s duties are not really those of a nurse, but 
are primarily to assist the older person around, to 
prevent her from falling and generally to act as a 
“baby sitter” for one whose faculties are no longer 
what they used to be. It has been held that expenses 
of this type, which are incurred primarily for medical 
reasons, are deductible, even though they are not 
performed by a nurse. Sometimes, however, an allow- 
ance must be made for the fact that the attendant is 
also a companion, engaged for personal, not medical, 
reasons. In that case, perhaps only two-thirds or some 
other allocable part of the attendant’s salary would 
be deductible. 

What does all this mean to physicians? First, it is 
unfortunately more paper work for the over-burdened 
general practitioner. However, since the statement 
requested by the taxpayer in cases of this sort involves 
the distinct exercise of professional judgment, and not 
the mere filling out of a form, it would seem appropri- 
ate that a reasonable fee be charged. Most patients and 
their attorneys or accountants would understand this. 
And, anyway, this patient is spending over $2,500 on 
medical expenses in all events. 

Second, the statement will be read by Internal 


Revenue Service personnel who are probabl; ac- 
countants and certainly not physicians. You sliould 
give a clear and not too technical statement of what 
the taxpayer’s condition is and a brief statement of 
opinion as to whether it renders the taxpayer unable 
to engage in any substantial gainful activity. The 
following might be an example: 


Allan J. Parker, Esq. 
120 Broadway 
New York 5, N. Y. 

Re: Mary Smith—Disability Determination 
Dear Sir: 

This is in reference to Mrs. Mary Smith, who has been under 
my care since May 1, 1953. She is suffering from progressive and 
irreversible arteriosclerotic heart disease with concomitant men- 
tal changes. She is totally disabled by reason of the above- 
mentioned physical and mental impairments which will be 
permanent. 

I have recommended as a necessary medical precaution that 
this patient not be left unattended at any time. Because of her 
physical impairments, there is danger that she may fall if she 
attempts to get about while unattended. Considering her age 
and physical condition, a fall would in all probability result ina 
fracture with extremely serious consequences. 

Very truly yours, 
John Brown, M.D. 


Dr. Frank Ricumonp cleared up a family mystery when he recently found a yellowed diary 
kept by his father, Dr. Albert C. Richmond, more than a half century ago. The mystery was 
the mouldy bread so frequently discovered at the Richmond home—in the cellar or covered 
with hay in the barn where the doctor kept his horses. There were loaves of stale bread from 
the bakeries in town. 

“It makes good chicken feed,” the doctor explained when Frank, then a small boy, asked 
him about it. But no one in the family remembered seeing him feed the bread to the chickens. 

The diary disclosed what he really used it for, in these entries: 

‘August 3, 1900 — I was called to Mrs. R. today. Her daughter was quite alarmed because 
she had given her mother bread and milk and later discovered the bread was mouldy. Mrs. R. 
has been quite ill with typhoid fever. 

‘August 4, 1900 — Mrs. R. is so much better today. I wonder why? Perhaps mouldy bread 
was good for her. I shall try more of it on her. 

*‘August 5, 1900 — The more mouldy bread I give Mrs. R. the better she becomes. There 
must be something in the mould that prevents or kills germs. 

“September 9, 1900 — Robert S., age 18 — acute tonsilitis — temperature 104 — very 
septic throat. I tried to give him mouldy bread, but parents refused to give it. 

“September 10, 1900 — Robert still very ill — giving mould with aspirin in capsules. 

“September 11, 1900 — Robert’s improvement is unbelievable — more rapid than in ty- 
phoid or enteritis. I shall give all my patients with fever and infections mould. If I should 
tell the other doctors about this, they would think I am crazy.” 

Among his contemporaries Dr. Richmond was spoken of admiringly as a “good fever man.” 
Young Frank and his brothers spent hours under their father’s direction, filling gelatin cap- 
sules with white powder that was probably aspirin, and a gray, grainy powder which they 
never suspected was mouldy bread. 

That’s how Dr. Albert Richmond used penicillin in his daily practice here 40 years or 80 
before it was officially discovered and put to worldwide use as a miracle drug for mankind. 
—Tue Kansas Crry Star. 


Mystery 
of Mouldy Bread 
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Poisoning, A Guide to Clinical Diagnosis and Treatment, 2nd ed. By 
W. F. von Oettinger, M.D. Pp. 627. Price, $12.50. W. B. 
Saunders Company, Philadelphia, 1958. 

THE AVOWED purpose of this work is “to organize present 

knowledge on the subject in such a manner as to be of aid 

tothe general practitioner and the internist in the diagnosis 
and treatment of poisoning;” and I’m sure it achieves its 
objective. 

The book is divided into four parts. Part I is a short 
introduction to the subject, including some pertinent 
medicolegal information and covering about ten pages. 

Part II, “Diagnosis,” is devoted chiefly to the observable 
symptoms of poisoning as they affect organs and organ 
systems, together with laboratory findings. Each main symp- 
tom is followed by a fairly extensive list of possible causative 
agents. This uses about 100 pages of the text. 

Part III, “Management,” a section of only 30 pages, is 
especially valuable in its pointed information on manage- 
ment of the effects of poisoning in their relation to the vital 
functions of the body. The problems of the unconscious 
patient, circulatory and respiratory failure, renal insuf- 
ficiency, profound diarrhea, anemia, etc. are dealt with 
sufficiently for emergency reference. 

Part IV, “Symptoms and Treatment of Various Types of 
Poisoning and of Toxic Reactions of Drugs,” comprises the 
bulk of the work, contains nearly 400 pages and alphabeti- 
cally lists about 700 separate drugs and materials. The infor- 
mation following each item contains a brief description of 
the drug, a detailing of its toxic or overdose effects, the anti- 
dote, if any, and suggested treatment. The chief difference 
between this edition and the first, published in 1952, is in 
the length of this department. It takes more than 100 extra 
pages to deal with about 240 newer drugs and poisons. The 
first three parts of both editions are quite similar. 

This volume is as up to date as such a work can be. With 
drugs and’ materials of commerce being synthesized at the 
Present phenomenal rate, no book can keep abreast of their 
toxic effecis except by frequent new editions. 

The print is clean on chalk-white stock, and neatly 
spaced fo: rapid reading. The indexing and cross-indexing 
are good, ‘naking specific items handy to find. 
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Practitioner's Bookshelf 


Each topic dealt with is clear and concise and brief 
enough for the busy doctor. This book, or one like it, 
should be on the desk of every general practitioner. 

—R. L. PacE, M.D. 


Tuberculosis. Every Physician’s Problem. By J. Arthur Myers, M.D. 
Pp. 290. Price, $7.50. Charles C Thomas, Springfield, IIl., 
1957. 


THIs VOLUME is a repetitious exposition of well-known prin- 
ciples in tuberculosis. This doesn’t necessarily detract from 
its value, for it is a nice summary of these facts. 

Part One deals with the tubercle bacillus and its initial 
invasion. Emphasis is placed on the observation that more 
adults than children develop primary tuberculosis in areas 
where good tuberculosis control has been exercised. 

Part Two is a discourse on clinical tuberculosis due to 
endogenous reinfection, either from previously established 
primary tuberculous lesions or in the course of progression 
from a primary infection. Here there are found extremely 
brief discussions on diagnosis and even briefer mention of 
treatment of meningitis, miliary tuberculosis, tuberculous 
pneumonia, tuberculous pleurisy, peritonitis and _peri- 
carditis. 

Although the pathogenesis of chronic clinical tuber- 
culosis is controversial, the author favors the view that it is 
of endogenous origin. The key to its early detection lies 
in periodic x-ray examination of adult tuberculin reactors. 
The author recognizes and encourages the role of the 
family physician in the entire tuberculosis control program. 

Part Three, which is concerned with the control and 
eventual eradication of tuberculosis, is the best portion of 
the book. It opens with a chapter on anachronisms refer- 
ring to many teachings and practices still employed al- 
though proved useless by time and experience. Some of 
the more outstanding anachronisms discussed include 
teaching of the ubiquity of the tubercle bacillus, the use of 
resistance builders such as special diets and the inheri- 
tance of tuberculosis. The author, a strong opponent of 
BCG vaccination, places this technique among the ana- 
chronisms without full justification. 

Dr. Myers stresses that the eradication of tuberculosis 
is the ultimate goal. This can be attained by an offensive 
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attack on the tubercle bacillus, by such measures as isolat- 
ing in institutions contagious cases of tuberculosis, ef- 
fective case finding, best available therapy, elimination of 
tubercle bacilli from domestic animals and keeping tubercle 
bacilli imprisoned in those who harbor them. 

The final chapter places the responsibility for the aboli- 
tion of tuberculosis on all physicians, and rightly so. 

This resume handles the clinical and therapeutic as- 
pects of tuberculosis inadequately. Admittedly, this is not 
the purpose of the book and, therefore, these phases should 
not have been included. However, the control features of 
the disease are discussed in proper perspective, and this 
feature of the work makes it a useful addition to the litera- 
ture on tuberculosis. —Sor Katz, M.D. 


Electrolyte Changes in Surgery. By Kathleen E. Roberts, M.D., 
Parker Vanamee, M.D. and J. William Poppell, M.D. Pp. 113. 
Price, $4.50. Charles C Thomas, Springfield, Ill., 1958. 


THIS SMALL monograph presents a detailed summation of 
the present-day concepts of studies in electrolytic 
changes which have to be considered in management of 
the surgical case. Preoperative and postoperative phases 
are considered, with chief prominence given the latter. 

Disturbed electrolyte balance in a few of the special 
cases is given. Namely, these are: gastrointestinal surgery 


and hepatic and renal diseases. The importance of )otas- 
sium depletion is treated fully. 

This is a short volume and will enhance the surgeon’s 
knowledge of the physiology of body fluids. It reviews the 
literature to some extent and brings the reader up to date 
on its contents. It is not only timely; it is concise and 
readable. —Fount RicHarDson, \.D. 


Thirst: Physiology of the Urge to Drink and Problems of Water Lack. 
By A. V. Wolf, Ph.D. Pp. 536. Price, $12.50. Charles C 
Thomas, Springfield, Ill., 1958. 

THIs SCHOLARLY volume makes fascinating reading. First of 

all, it does wonders for the vocabulary (displogy, diadermic 

drinking, uriposia, mariposia—that’s sea water drinking). 

Secondly, the entire book represents an exhaustive review 

of water metabolism in a clinical and anecdotal setting. 

Finally, it is probably the most comprehensive study of 

thirst in existence. 

The scholarly (893 references) and scientific approach is 
supplemented by engaging verbatim accounts of experi- 
ences with thirst. These include such descriptions as a 
United States army surgeon’s deprived of water for 86 
hours, in 1877; Rickenbacker’s account of his 21 days 
adrift on the Pacific, and the story of survivors of the sink- 
ing of the USS Indianapolis in 1945. The problem of mari- 
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posia is illustrated with several fascinating stories of the sea. 
This book is recommended especially to physicians with 
interests in metabolism and renal disease. It is a must for 
teachers and researchers in these clinical and physiologic 
areas. It qualifies as good reading for anyone in medicine. 
(A not entirely facetious remark: Ships’ doctors and desert 
practitioners ought to have it.) _—Joun C. Rose, m.p. 


Diseases of the Thyroid and Parathyroid Glands. By Bernard J. 
Ficarra, M.D. Pp. 295. Price, $8.50. Intercontinental Medical 
Book Corporation, New York, 1958. 


THis BOOK comprises a review of a normal anatomy and a 
very brief discussion of physiology of the thyroid gland, 13 
chapters covering clinical pictures of hyper- and hypo- 
thyroidism and specific deviations into various complica- 
tions of thyroid disease, pain and hemorrhage, mental 
symptoms and hyperthyroidism, thyroiditis, thyroid crisis, 
cancer, exophthalmopathy and atopic thyroid tissue. The 
final, rather short chapter is devoted to hyperparathyroid- 
ism, including therein a brief discourse on parathyroid- 
ectomy and tetany. The book has an extensive bibliography, 
but this suffers in that a majority of the references are of no 
later date than 1955. 

In general, the writing is good and the reading is pleas- 
ant. However, the viewpoint of the writer is that primarily 


of the surgeon in thyroid disease; and one gets the definite 
impression from the over-all review of this volume that 
surgery is the only method of therapy for thyroid disease. 

I think the sections on anatomy and the discussion of 
surgical technique in hyperthyroidism are extremely well 
done. Two areas in the book deserve comment: One is a 
chronologic resume of thyroid and parathyroid history, 
with which Dr. Ficarra introduces his volume. This is an 
extremely interesting and valuable summary. Criticism of 
this is only that the references are not documented in the 
bibliography. Discussion of differential diagnosis of exoph- 
thalmopathy is an excellent section. 

I think it would be unfair to recommend this volume to 
the general medical public. It can be recommended to 
students of thyroid surgery. © —JOHN J. CANARY, M.D. 


Advances in Internal Medicine, Vol. IX. By William Dock, M.D. 
and I. Snapper, M.D. Pp. 311. Price, $8.50. The Year Book 
Publishers, Inc., Chicago, 1958. 

Tuts ts the ninth volume in the series on “Advances in In- 

ternal Medicine.” The contents concern “Metabolism of 

Vitamin B, in Pernicious and Other Megaloblastic Ane- 

mias;”” ‘“‘Corticosteroids and Infections; ‘‘Primary and 

Secondary Hyperparathyroidism ;” ‘Hereditary Defects in 

Clotting Mechanisms;” “Etiology and Pathogenesis of 


ON OVERLOAD IS UNNECESSARY—this unusually 
iron (30 mg. instead of the usual 100 mg. 
lus) provides the hemoglobin rise necessary to cor- 
ect iron deficiency anemia. The reason is a dramatic 
aid to iron absorption.* 
VOID GASTRIC IRRITATION — nausea/diarrhea. .. 
wen the black stool which can hide a serious con- 
fition...are usually absent. —rravemanxs: ‘sacacen,” ‘simnon 


GP March 1959 


PRESCRIBE SIMRON BETWEEN MEALS — the daily 
dose is one capsule (containing 10 mg. iron as 
ferrous gluconate) t.i.d. 


*Sacagen—400 mg. per capsule. 


THE WM. S. MERRELL COMPANY 
NEW YORK + CINCINNATI * ST. THOMAS, ONTARIO 
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sufficient supply of 


TETR 


U.S. PAT. NO. 2,791,609 
The Original Tetracycline Phosphate Complex 


You may want TETREX to 
start therapy on the next 
patient you see with 


acute pharyngitis 


BRISTOL LABORATORIES, INC., SYRACUSE, N.Y. 


VACCINE 


Specific immunizing antigen (chick embryo origin) 
active against various isolated virus strains. Effectively 
prevents or modifies mumps in children and adults. 


Qetorie) LEDERLE LABORATORIES, A Division of 
AMERICAN CYANAMID CO., Pear! River, N. Y. 
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Glomerulonephritis;” ‘Pathophysiology of Carcinoid 
Tumors” and ‘Some Aspects of Disordered Renal Tubular 
Function.” 

The articles represent research in these subjects by vari- 
ous authors. They are excellently discussed and clearly 
presented. This book would appear to be of particular in- 
terest to the teacher aid the profound student of internal 
medicine. It is of doubtful interest to the average generalist. 

—Louis H. WEINER, 


Basic Nutrition. By E. W. McHenry, Ph.D. Pp. 389. Price, 
$5.00. J. B. Lippincott Company, Philadelphia, 1957. 


Basic Nutrition, as its title indicates, is a discussion of the 
fundamentals of nutrition, emphasizing the practical ap- 
proach. The book is designed for students who have at 
least an elementary knowledge of biochemistry and physiol- 
ogy, It adequately covers the field of nutrition, and it will 
no doubt be widely used as a text and reference book. In 
writing about nutrition, Dr. McHenry, who is professor of 
public health nutrition at the University of Toronto, speaks 
with authority. For the past 30 years, he has been teaching 
nutrition as well as actively engaging in nutritional research. 

The material presented is up to date and is of practical 
importance to all physicians. However, the casual reader 
will find this material somewhat dry and uninteresting. The 
inability of authors to present nutritional material in an 
interesting manner is probably one of the reasons that the 
average medical practitioner is so poorly educated in this 
field. 

Knowledge of nutrition is continually expanding, and as 
the author points out, there is much yet to be iearned. For 
this reason, this textbook forms a needed service by bring- 
ing our knowledge of nutrition up to date. Of interest to 
students of nutrition as a textbook, Basic Nutrition would 
seem to be of greatest use to medical practitioners as a 
reference book. —Frank L. LyMan, M.D. 


Physical Examination of the Surgical Patient, 2nd ed. By J. Englebert 
Dunphy, M.D. and Thomas W. Botsford, M.D. Pp. 375. Price, 
$8.00. W. B. Saunders Company, Philadelphia, 1958. 


Or THE 375 pages of concise and knowledgeable instruction 
in the art of physical examination, only the last 30 (the 
index) could be considered routine reading. All the rest is 
as refreshing as a breath of spring air wafted to a dismal 
jungle, in that it emphasizes the science of the physical 
examination and the importance of the physician as a 
diagnostic agent, rather than conducting the reader into a 
morass of physioscientific tests and machine diagnosis. 
The book is divided into two parts, the elective exam- 
ination and the emergency examination. Although not 
to be described as relaxing reading, both parts may be 
truthfully described as stimulating. No major new diag- 
nostic tips are described, but the well known and the less 
well known are reiterated in a manner that should make 
complete and adequate physical diagnosis a challenge to 
every practitioner. Although purporting to be a treatise 
on the physical examination of the surgical patient, the 
first portion, or two-thirds of the book, could well be 
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utilized as a guide to complete examination of the patient 
for any condition, with the possible exception of the de- 
tailed examination of the heart and lungs. The second part, 
entitled ‘“The Emergency Examination,” is an excellent 
review of the diagnostic technique required in various 
emergency conditions and should be required reading for 
every hospital house officer. The last five pages, the ap- 
pendix, would in itself be well worth the price. 

This book would be of value to every private practitioner 
and would be extremely important to those in general 
practice who occasionally need to be reminded of the im- 
portance of physical versus laboratory machine diagnosis. 

—Joun C. Ey, m.p. 


Manual of Medical Emergencies, 3rd ed. By Stuart C. Cullen, M.D. 
and E. G. Gross, M.D. Pp. 302. Price, $5.75. The Year Book 
Publishers, Inc., Chicago, 1958. 

DepicaTeD To the general practitioner, this 287-page man- 

ual covers practically all of the emergencies seen by the 

general practitioner or any practicing physician. 

The manual is clearly and well written, also concise. 
It is interesting to read and sounds a warning of some 
things we seldom see but need to know. 

This is a good reference for the doctor’s office, especially 
the chapter on acute poisoning. The authors give a good 
grouping of the common household poisons and the out- 
line of management. It is a rare thing for the family to bring 
in the label of what the patient has taken, and most of the 
time physicians guess and treat accordingly. I recommend 
this manual for every general practitioner. 


—R. Britratn, M.D. 


Pictorial Handbook of Fracture Treatment, 4th ed. By Edward L. Com- 
pere, M.D., Sam W. Banks, M.D. and Clinton L. Compere, M.D. 
Pp. 448. Price, $7.50. The Year Book Publishers, Inc., Chicago, 
1958. 


Tuis ts the fourth edition of this volume since 1943. It con- 
tains many new diagrams and methods of treatment. The 
fact that this volume has been revised four times within 15 
years attests to the fact that the authors are very alert in 
maintaining accuracy and that they constantly strive to 
present improved techniques. 

The volume is divided into five parts: Part One—general 
considerations of treatment of fractures and dislocations; 
Part Two—fractures and dislocations of the upper ex- 
tremity, scapula and clavicle; Part Three—fractures and 
dislocations of the lower limbs; Part Four—fractures and 
dislocations of the trunk; Part Five—the face and skull. 

Division of the volume into these five parts facilitates easy 
reference for any particular fracture. The many diagrams, 
illustrations, photographs and x-rays make the descriptions 
much more understandable and save the reader much time. 

The volume is intended for those not in the exclusive 
practice of orthopedics. It admirably accomplishes its pur- 
pose. For all who treat fractures, this book is very valuable. 
Its availability in hospital lounges, accident wards, as well 
as ollices, will permit much better fracture treatment. 

—Matcom E. Puetps, M.D. 
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Do you know the best drug 
for treatment of these conditions? 


Bronchial asthma Tuberculosis 
Peptic ulcer Cardiac arrhythmias 
Meningitis Anginal syndrome 


Anxiety Insomnia 


DRUGS OF CHOICE 
1958-1959 


Edited by Walter Modell, M.D. 
Written by 37 Eminent Contributors 


The only book that reviews drugs 
in current use and explains the 
basis for choosing one over another 


Are you confident that you are prescribing the right 
drug for every therapeutic situation? Unlike any other 
book published, DRUGS OF CHOICE 1958-1959 
critically reviews the drugs in current use and, more 
importantly, explains the basis for choosing one over 
another. The first in a series of biennial volumes, this 
931 page reference answers question like the one 
above; furthermore, it can be a practical guide to all 
of your therapeutic decisions. 

Edited by Dr. Walter Modell and written by 37 
eminent clinicians, this book compares drugs within 
therapeutic groups in realistic terms covering relative 
potency, toxicity, modes of administration, speed of 
development of action and duration. An alphabeti- 
cally-arranged index with each chapter lists the drugs 
by their generic and trade names and gives a capsule 
account of the drug, the forms in which it is available 
and the dosages. 

No wonder the reviewer for the NEW YORK 
STATE JOURNAL OF MEDICINE says: “No 
practicing physician can afford to be without it” and 
Dr. Walter C. Alvarez in his review in GERIATRICS 
appraises this book as “an excellent summary of our 
knowledge about drugs.” 


Edited by WALTER MODELL, M.D., Associate Profi of Ph logy 
Cornell University Medical College; Attending Physician, New York 
Veterans Administration Hospital; Associate Visiting Physician, Bellevue 
Hospital, New York. Written by 37 eminent contributors. 1958, 931 
pages, 6%” x 9%”, illustrated. Price, $12.75. 


_ Order on 10 Day Approval From 


The C. V. Mosby Company 


3207 Washington Boulevard, St. Lovis 3, Missouri 
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C HYM A ® AQUEOUS is indicated as:#a therapeutic agent 


—Chymar abolishes inflammation, hastens ab-— 
sorption of edema and blood extravasates, relieves pain, restores impaired 


local blood and lymph circulation. # a prophylactic agent—-Chymar, when 
given early, suppresses the development of the inflammatory tissue re- 


action and edema. # an adjunctive agent—-Chymar supplements antibiotics 
in local infections and is useful in inflammatory dermatoses. # Sup- 


plied: 5 cc. multiple dose vials. Each ml. contains 5,000 re 
Armour Units of chymotrypsin. Also available—Chymar in Oil. AN. 


ARMOUR 


PREFERRED 
FOR 
ANTI- INFLAMMATORY 
ACTION 


obstetrics— 
gynecology 


ARMOUR PHARMACEUTICAL COMPANY «+ KANKAKEE, ILLINOIS / @ leader in biochemical research 
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when seafood triggers an allergic attack 


© GIVES FAST, COMPREHENSIVE RELIEF—In food sensitivity, 
. the antihistaminic action of BENADRYL rapidly blocks the allergic 
mechanism that produces gastrointestinal, cutaneous, and respira- 
tory symptoms. At the same time, its antispasmodic effect provides 
relief from nausea and vomiting. Such twofold action makes 


ANTIHISTAMINIC-ANTISPASMODIC BENADRYL equally useful in patients with many other allergic dis- 
orders e BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is available in a variety of forms— 
including Kapseals,® 50 mg. each; Kapseals, 50 mg. with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 
10 mg. per 4 cc.; and for delayed action, Emplets,® 50 mg. each. For parenteral therapy, BENADRYL Hydrochloride 
Steri-Vials,® 10 mg. per cc.; and new Ampoules, 50 mg. per cc. 


A 


PARKE, DAVIS & COMPANY e DETROIT 32, MICHIGAN : IP): 
69659 
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Dear FRIENDs: 

San Francisco is a city of culture and cuisine, 
fascination and fantasy. In April, it will additionally 
be the site of the Academy’s 11th Annual Scientific 
Assembly. Let me extend, to each and every member, 
a most cordial invitation to attend. The dates are April 
6-9. 

Many members will recall that the Academy met in 
San Francisco in 1951. In the intervening years, the 
Academy has become the nation’s second largest 
medical association and its Annual Assemblies now 
highlight scientific and postgraduate education cal- 
endars. 

A very able Committee on Scientific Assembly has 
planned a four-day program that includes 28 speakers 
and more than 100 scientific exhibits. Lectures and 
panel sessions will cover 14 subject areas ranging from 
immunology and burns to diabetes and space-age 
medicine, a timely subject in this whirling world of 


: 


From Nob Hill—This view of the Bay Bridge from Nob Hill awaits 
Assembly visitors in San Francisco next month. This cosmopolitan 
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Special Assembly Invitation from President Jackson 


science. The entire program has been planned to pre- 
sent facts and information that the family doctor can 
use in the day-to-day practice of medicine and surgery. 

Allow time to see the sights of San Francisco and 
bask in the reflected culture of a truly cosmopolitan 
city by the sea. If your wife plans to join you, she will 
be interested in portions of the social program planned 
especially for the ladies. I will look forward to greeting 
you personally at the President’s Reception. 

Hotel reservations indicate that more than 4,000 
doctors will attend the San Francisco Assembly. May I 
urgently request that you make reservations today. A 
form for this purpose appears on page 275. 

When you combine the magnetic attraction of San 
Francisco with an outstanding scientific program, you 
immediately create a popular package. Come to San 
Francisco! 

T. JACKSON, M.D. 
President 


£2 255828 
£2 SRR 


LAS 


city provides a fabulous background for the Academy’s 11th Annual 
Scientific Assembly. 
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News 


1959 Assembly Can Boast 106 Scientific Exhibits for San Francisco 


Record Number of Exhibits To Cover 


Twenty Different Subject Areas 


Vistrors TO THE 1959 Scientific Assembly will be 
treated to the largest Scientific Exhibit Section in 
Assembly history—a total of 106—the fourth succes- 
sive year that these exhibits have numerically exceeded 
all previous meetings. 

Discerning students of medical conventions may well 
read into this growth evidence of the steadily increas- 
ing respect which clinicians and researchers hold for 
the Academy’s annual postgraduate program. It is also 
an indication, inferentially at least, that practicing 
physicians in increasing numbers are discovering that 
the scientific exhibits are on a par with the lecture 
program, as a source of valuable postgraduate knowl- 
edge. 

There is hardly any field of medicine that is not 
represented by at least one display—from anesthesia 
to traumatic surgery, from collagen diseases to space 
medicine. There are seven exhibits related to cardi- 
ology and hematology, five on disorders of the eye and 
ear, the same number in obstetrics and gynecology, six 
on dermatologic problems and ten on gastrointestinal 
diseases. Even such specific conditions as headache, 
Parkinsonism and fever are included. 

In the field of psychosomatic medicine we find a 
comprehensive review of the phenothiazine tran- 
quilizers, an equally encompassing survey of the derma- 
tologic effects of all the ataractics, and studies on the 
use of these new drugs in both senile agitation and ab- 
normal juvenile behavior problems. There is a new 
approach to treating the hyperactive child. And make 
an effort to examine the outline of the Academy’s 
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training program in mental hygiene, presented by the 
Committee on Mental Health. 

There is an interesting visualization of the two-way 
radio conference technique developed by Albany Med- 
ical College, a succinct argument for eliminating 
“CVA” from the diagnostic vocabulary, an analysis of 
penicillin reactions and the latest therapies in treating 
insect stings. 

In the area of trauma, look for such titles as “Ankle 
Sprains,” “Minor Hand Injuries,” “Respiratory Resus- 


citation,” Severely 
Burned Patient,’’ and 
**Mass Casualties.” Also in- 
cluded are such divergent 
subjects and problems as 
vomiting, excessive ear wax, 
skin tanning and ice ther- 
apy in physical medicine. 

The Food and Drug Ad- 
ministration has developed 
a fascinating report on 
**medical advances with safe 
new drugs,” while a dis- 
play called “Sepsis Afoot” 
is going to jolt the compla- 
cency of every physician 
who thinks he does surgery 
or obstetrics under sterile 
conditions. 

If you are looking for- 
ward toCapt. Norman Barr’s 


Walter W. Sackett, Jr. 

Dr. Sackett of Miami, Fla. 
ts chairman of the Sub-Com- 
mittee on Scientific Exhibits 
for the April 6-9 Assembly 
next month in San Francis- 
co. Dr. Sackett has been one 
of the key promoters of 
the physician’s examination 
booth which will be main- 
tained this year in Civic 
Auditorium. 
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NEW 


...for use in infant colic and other pediatric G.I. disorders 


Pathilon’ pediatric drops 


Tridihexethy] Chloride LEDERLE 


Now... you can give your young 
patients the benefits of PATHILON 
—the widely prescribed antichol- 
inergic, noted for its extremely low 
toxicity and high effectiveness in 
the management of gastrointesti- 
nal disorders. 


Recommended in the management 
of infant colic, gastrointestinal 
spasm, non-specific gastritis, 
enteritis, and hypermotility not 
associated with organic change. 


me 


P ATHILON is well-tolerated, virtu- t 
ally free of side effects. Its periph- 4 
eral atropine-like action offers 
prompt clinical symptomatic re- 
lief, based on effective control of ; 
hypermotility and hypersecretion 
which cause pain in many gastro- 
intestinal conditions. 
A distinct advantage, PATHILON A 
Pediatric Drops contain no seda- 
tive or barbiturate. c 
Each cc. (30 drops) contains: Dose: 5-25 drops, before feedings or as necessary, according to weight. F 

Tridihexethyl chloride............ 5.0mg- Supplied: Plastic dropper—vials of 15 cc. 

Propylparaben 0.2 mg. C 

Methylparaben 0.8 mg. 

Pathilon pediatr iC drops especially adapted for pediatric use. R 


Freely miscible in water, milk formula, or drop directly on tongue. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York F 
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Record Quality and Quantity in Scientific Exhibit Section— This ex- 
hibit, “The Initial Care of the Severely Burned Patient,’’ was se- 
lected to represent the vast amount of take-home knowledge that phy- 
sicians will get from the record 106 scientific exhibits. This particular 
exhibit, property of the United States Army, was prepared by Lt. 
Col. Wilfred T. Tumbusch, Lt. Col. Edward H. Vogel, Jr. and 
Capt. Duane L. Larson of Washington, D. C. 


unique televised presentation on space medicine, you 
will also want to examine two armed forces’ exhibits 
that further visualize the problems we are encounter- 
ing in preparing for the day of manned space satellites. 

While you are absorbing the many fascinating ideas, 
diagnostic procedures and techniques with which the 
Scientific Exhibit Section abounds, don’t overlook the 
“Physical Examination for Every Doctor”’ project, in 
the northwest corner of the exhibit hall. While it is not 
a scientific exhibit, it might well be the most important 


set of booths you visit in the entire building. That visit 
might result in increasing your life by five to twenty 
years. For here, in an area of about 1,200 square feet, 
will be assembled facilities for giving you a fast but 
thorough physical examination—not just the routine 
chest thumping and manual probe for polyps, but a 
complete physical. You are constantly hammering at 
your patients to have a periodic complete physical— 
but you never get around to having one yourself. 

Well, here’s your chance—quickly and efficiently, 
away from interruptions of office or patients—and it 
doesn’t cost a penny. All compliments of the Academy, 
of the doctors who man the booths and the labora- 
tories that process the tests. Don’t leave San Francisco 
without participating in this unique new Academy 
service. 

Below are this year’s exhibitors: 


Organization or Individual 


Title of Exhibit Organization or Individual Title of Exhibit 
American Medical Associa-  ‘“‘Foodsin Oral Electrolyte Ther- John R. Beem, m.p., Phila- “Hypertension: Newer Aspects 
tion, Chicago, Ill. apy”? delphia, Pa. of Therapy and Effects Upon 


American Society of Medical 
Technologists, Houston, 
Tex. 

Donald C. Ausman, m.p., Mil- 
waukee, Wis. 

Frank J. Ayd, Jr., m.p., Balti- 
more, Md. 

Capt. Norman L. Barr, Capt. 
Robert V. Schultz, wc, 
USN, Washington, D.C. 

Robert C. Batterman, M.D., 
New York, N.Y. 

Theodore B. Bayles, M.D., 
Heinrich A. Tenckhoff, M.D., 
Boston, Mass. 

E. D. Bayrd, M.p., Rochester, 


n. 
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American Society of Med- 
ical Technologists’’ 


‘Enhanced Iron Absorption 
from a New Hematinic’’ 

°*A Comparative Study of Phe- 
nothiazine Tranquilizers’’ 

**Physiological Measurements 
from Earth-Orbiting Satel- 
lites’? 

Clinical Re-evaluation of 
Daytime Sedatives”’ 

‘Salicylate Therapy in Rheu- 
matic Diseases’’ 


**Blood Smears: Their Value in 
General Diagnosis’’ 


Conrad Berens, m.D., Kew 
Gardens, N.Y. 

Arthur Bernstein, m.p., New- 
ark, N.J. 

George Bialkin, m.p., New 
York, N.Y. 

William Bickers, m.p., Rich- 
mond, Va. 

Charles H. Birnberg, M.D., 
Brooklyn, N.Y. 


Saul Blau, m.p., Norman B. 
Kanof, m.p., Raul Fleisch- 
majer, M.D., New York, N.Y. 

William P. Boger, m.p., Nor- 
ristown, Pa. 


Vascular Deterioration’’ 

**The Eye in General Medical 
Diagnosis’’ 

**Shock and Arrhythmias: Their 
Management”’ 

"A New Anti-Seborrheic Agent 
in Pediatric Practice’’ 

*‘Dysmenorrhea and Premen- 
strual Tension ’ 

**An Improved Method for Con- 
trol of Nausea and Vomiting 
of Pregnancy”’ 

**Triamcinolone Therapy in 
Dermatologic Disorders’? 


mides: Comparative Studies” 
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By and large, ace firefighter Uncle Milo fed his ulcers per 
doctor’s orders. But sometimes there he was. . . face to face 
with some forbidden delicacy. Then a single indiscretion, in 
a weak moment, was all it took to put him out of action. 


Today, though, whatever the will-power of your ulcer pa- 
tients, you can provide lastingly effective pain relief and acid 
control with Gelusil . . . the antacid adsorbent Uncle Milo 
should have had. 


Especially important to your hospitalized patients . . . Gelusil is 
all antacid in action . . . contains no laxative . . . does not 
constipate. The choice of modern physicians, for every ant- 


GELUSIL: Gia 
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Orgenization or Individual 


Title of Exhibit 


Organization or Individual 


Title of Exhibit 


P. J. Burnham, Salt 
Lake City, Utah 


Howard M. Cann, m.p., Wash- 
ington, D.C, 

Albert E. Casey, m.p., Bir- 
mingham, Ala. 

Leo J. Cass, M.p., Cambridge, 
Mass. 


Willard R. Centerwall, m.p., 
Los Angeles, Calif. 

Col. John B. Coates, Jr., mc, 
USA, Washington, D.C. 


Vincent P. Collins, .p., 
Houston, Tex. 

Wilfred D. David, m.p., Wash- 
ington, D.C. 


Eva F. Dodge, m.p., Willis E. 
Brown, M.D., Little Rock, 
Ark. 

Edward J. Donovan, .p., J. 
Frederick Eagle, m.p., Ed- 
ward G. Stanley-Brown, 
u.p., New York, N.Y. 

Lewis J. Doshay, m.p., New 
York, N.Y. 


Edmond Edelson, m.p., New- 
ark, N.J. 


Wilfred R. Ehrmantraut, M.D., 
Laurel, Md. 

Meryl M. Fenton, m.p., De- 
troit, Mich. 

Adrian E. Flatt, m.p., lowa 
City, Ia. 

Arnold P. Friedman, 


New York, N.Y. 


Harvey L. Fuller, Balti- 
more, Md. 

Lt. Col. Joseph D. Goldstein, 
uc, USA, Washington, D.C. 

Dan M. Gordon, m.p., Edward 
A. Dunlap, m.p., New York, 
N.Y. 

Charles M. Gruber, Jr., M.D., 
Indianapolis, Ind. 


Richard H. Gwartney, M.D., 
San Bernardino, Calif. 

Richard D. Haines, m.p., Tem- 
ple, Tex. 

Norman M. Harris, m.p., An- 
thony J. Smith, m.p., Coos 
Bay, Ore. 

Scott Hill, w.p., New York, 
N.Y. 
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‘Regional Block Anesthesia of 
the Upper Extremity for Sur- 
gery of the Hand”’ 

**Poison Control Centers in the 
United States’? 

* "Sepsis Afoot”’ 


“Clinical Studies on New Ap- 
petite Suppressants and Anal- 
gesics ” 

**Early Diagnosis and Manage- 
ment of Phenylketonuria’’ 
‘Historical Volumes of the 
Medical Department, U. S. 

Army, World War II’’ 

“How DOES Cancer Grow? 
Part II—Wilms’ Tumor’’ 

**Strike Back at Stroke—Early 
Mobilization of the Stroke 
Patient’? 

"Late Sequelae of Saddle Block 
Anesthesia in Obstetrics”’ 


**Posterior Vaginal Anus”’ 


**Early and Comprehensive 
Treatment of Parkinson’s 
Disease’’ 

“Experimental and Clinical 
Experiences with Triclobiso- 
nium Chloride—A New Top- 
ical Antimicrobial’’ 

*‘New Approaches to Abnormal 
Juvenile Behavior”’ 

“Office Management of Allergic 
Diseases’’ 

"The Care of Minor Hand In- 
juries”? 

“*Ergotamine Tartrate: Toler- 
ation and Effectiveness in Mi- 
graine Therapy”’ 

“Serum Clarification Studies 
with Sublingual Heparin’’ 
**Management of Mass Casual- 

ties”’ 

“Common Ocular Problems’’ 


“Physiological Response to Dex- 


**The Family Doctor’s Role in 
Mental Hygiene’ 
‘Multiple Myeloma”’ 


"Discography in Diagnosis of 
Symptoms of Cervical and 
Lumbar Origin”’ 

**Sigmoidoscopic Examination 
of the Colon and Rectum”’ 


Joseph L. Hollander, 
Philadelphia, Pa. 

John M. Howard, m.p., Phila- 
delphia, Pa. 

Irving Innerfield, m.p., Tena- 
fly, N.J. 

Jay Jacoby, m.p., Columbus, 
Ohio 

Karl John Karnaky, ™.D., 


Houston, Tex. 


S. G. Knight, px.p., Duluth, 
Minn. 

Henry W. Kumn, m.p., New 
York, N.Y- 

Wn. A. Lange, M.D., Detroit, 
Mich. 


L. W. Lee, m.p., Robert C. 
Therein, m.p., E. M. Mala- 
shock, m.p., Neal Davis, 
M.D., Omaha, Neb. 

Bert H. Leming, m.p., Clyde 
C. Flanigan, Mem- 
phis, Tenn. © 

W. L. Lowrie, m.p., Detroit, 
Mich. 

Harold D. Lynch, m.p., Evans- 
ville, Ind. 

George J. Lytton, m.p., Kan- 
sas City, Kan. 

Milton J. Marmer, M.D., Bev- 
erly Hills, Calif. 

James K. Martins, m.p., Eau 
Claire, Wis. 

Edwin Matlin, w.p., Mt. Holly 
Springs, Pa. 

Leo L. Mayer, m.p., Jackson, 
Miss. 

Sedgwick Mead, m.p., Vallejo, 
Calif. 

A. A. Mintz, m.p., Houston, 
Tex. 


John H. Moyer, m.p., Phila- 
delphia, Pa. 

Edward R. Munnell, m.p., 
Charles M. Bielstein, M.p., 
Oklahoma City, Okla. 

Herschel S. Murphy, M.p., 
Roselle, N.J. 

Robert S. Myers, M.p., Vergil 
N. Slee, m.p., Ann Arbor, 
Mich. 

National Society for Crippled 
Children and Adults, Inc., 
Chicago, Ill. 

National Tuberculosis Asso- 
ciation, New York, N.Y. 


John W. Nesbitt, m.p., Wash- 
ington, D.C. 


*Intrasynovial Steroid Ther- 
a 

The Natural History of Pan- 
creatitis”’ 

“Clinical Effects of Buccally 
Given Proteases”’ 

**Atrway Obstruction”’ 


**Trimagill®, The New Vag- 
inal and Cervical Medica- 
tion”?’ 

**Triacetin (Glyceryl Triace- 
tate) as a Fungicide’’ 

**Laboratory Diagnosis of Asep- 
tic Meningitis”’ 

Plastic Surgery 
Problems of Interest to the 
Generalist’’ 

**Anileridine (Leritine): Its 
Clinical Use as an Analgesic 
and Hypnotic”’ 


°A New Agent for Infectious 
Diseases Seldom Treated with 
Sulfonamides”’ 

“Preserving the Diabetic Foot 
from a Triple Threat’’ 

*‘Nutrition—The Core of 
Growth and Development’’ 

**You Can Help the Hyperactive 
Child”? 

“‘Hypnosis in Anesthesiology”? 


*‘Medical Responsibility in Skin 
Diving Accidents’ 
“Safer Sleep”’ 


“Emergency Care of the Eye’’ 


*"New Uses for Ice in Physical 
Medicine’’ 

“Antipyretic Therapy in the 
Febrile Infant: An Everpres- 
ent Problem’’ 

“Edema Mechanisms and Di- 
uretic Therapy’’ 

“Esophageal Atresia of the 
Newborn’’ 


**Synthetic Oxytocics in Obstet- 
rics”’ 

*Inguinal Herniorrhaphy:Cur- 
rent Antibacterial Practices’’ 


"Rehabilitation of the Cerebral 
Vascular Accident Patient’’ 


A Tuberculin Skin Test for 
Every Patient: Chest X-Ray 
for Every Reactor”’ 

‘Medicine Advances with Safe 
New Drugs’’ 
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Lowers blood pressure — maintains mental alertness 
3 calms the patient under stress 


Rautensin provides a smooth, gradual and sustained reduction of blood 


pressure without sudden rebounds or abrupt declines.' Rautensin’s tran- 


quilizing properties calm the tense and anxious hypertensive without 


impairing alertness, without producing excessive lethargy or drowsiness. 


The risk of Rauwolfia-induced depression is markedly reduced since the 
alseroxylon fraction alone is used.2 Even on long-term administration side 


actions “*...are either completely absent or so mild as to be inconsequential.””> 


Rautensin’ 


Each tablet contains 2 mg. of the purified alseroxylon 
complex of Rauwolfia serpentina 


1. Wright, W. T., Jr.; Pokorny, C., and Foster, T. L.: Kansas M. Soc. 57:410, 1956. 2. Gilchrist, 
A. R.: Brit. M. J. 2:1011 (Nov. 3), 1956. 3. Terman, L. A.: Illinois M. J. 3:67, 1957. 


SMITH-DORSEY « a division of The Wander Company * Lincoln, Nebraska 
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Organization or Individual 


Title of Exhibit 


Organization or Individual 


Title of Exhibit 


Bernard M. Norcross, M.D., 
Niagara Falls, N.Y. 

Henry D. Ogden, m.p., New 
Orleans, La. 

Adrian M. Ostfeld, m.p., Chi- 
cago, Ill. 

Louis T. Palumbo, m.p., Des 
Moines, Ia. 


Curtis G. Park, M.p., Wright- 
Patterson Air Force Base, 
Ohio 

Ross V. Parks, m.p., Los 
Angeles, Calif. 

W. D. Paul, m.p., Iowa City, 
Ta. 

Raymond C. Pogge, M.D., 
Edwin B. McLean, ™.D., 
Daniel L. Shaw, Jr., M.D., 
Cincinnati, Ohio 

F. P. Rhoades, m.p.; Detroit, 
Mich. 

Jacob A. Riese, M.D., West 
New York, N.J. 

George P. Robb, m.p., New 
York, N.Y. 

Irwin Roseff, m.p., Newark, 
N.J. 

Manning J. Rosnick, M.D., 
Coral Gables, Fla., Arthur 
C. Reiniger, m.p., New 
York, N.Y. 

Peter Safar, M.D., Buffalo, N.Y. 

Emanuel Salzman, m.p., R. P. 
Spurch, m.p., L. C. Kier, 
pH.D., D. H. Watkins, M.D., 
Denver, Colo. 

Eugene P. Schoch, Jr., M.v., 
Arthur G. Schoch, .D., 
Lee J. Alexander, M.D., 
Austin, Tex. 

I. Richard Schwartz, M.D., 
Brooklyn, N.Y. 


Edward Settel, m.p., Brooklyn, 
N.Y. 

Marvin J. Seven, m.D., Phila- 
delphia, Pa. 

Shepard Shapiro, m.p., New 
York, N.Y. 

William P. Shepard, .p., 
New York, N.Y. 

John W. Sigler, m.p., Detroit, 
Mich., L. Maxwell Lockie, 
Buffalo, N.Y., Howard 
F. Polley, m.v., Rochester, 
Minn, Donald F. Hill, 
M.D., Tucson, Ariz. 

Thomas R. C. Sisson, M.D., 
Rochester, N.Y. 
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"Diseases of the Connective Tis- 
sues 


**Frontal Headache’’ 


*‘Studies with a New Tranquil- 
izing Agent’’ 

‘Clean Surgical Wounds—A 
Study of Methods to Simplify 
Surgical Care’’ 

**Man and Space’’ 


‘Dual Approach to Patient 
Treatment”’ 

‘Ankle Sprains: Prevention 
and Treatment’? 

*‘Medical Careers in the Drug 
Industry”? 


"Pigmentation and Sun Tol- 
erance’’ 

“Control of Symptoms in Colon 
Disorders’? 

*Value of Stress Tests in De- 
tecting Coronary Disease’? 
**Vomiting—Cause and Con- 

trol’? 
*“Cerumenolysis”’ 


“Respiratory Resuscitation”? 
*‘Opacitying Gallstones’? 


**Pruritus: A Review of Etiology 
and Treatment’’ 


°°A Study of the Effect of Ambu- 
tonium Bromide, a new Anti- 
cholinergic Agent, on Gastric 
Secretion and Motility’? 

**Total Approach to Senile Agi- 
tation’’ 

*Chelation—A Broad Concept 
in Therapy”? 

**Phystologic Factors Influenc- 
ing Anticoagulant Therapy’’ 

“Health Education and the 
Physician”’ 

‘Do You Have a Question, 
Doctor ?”’ 


**Meat in the Diet of Premature 
Infants: Influence on Red 
Cell Volume and Hemoglobin 
Mass 


Richard T. Smith, m.p., Phila- 
delphia, Pa. 

Robert M. Smith, m.p., Bos- 
ton, Mass. 

Charley J. Smyth, m.p., Den- 
ver, Colo. 

W. D. Snively, Jr., M.v., 
Evansville, Ind. 

Paul Starr, m.p., Los Angeles, 
Calif. 


James M. Steele, m.p., Sayre, 
Pa. 

Irwin D. Stein, m.p., Mount 
Vernon, N.Y. 


Robert F. E. Stier, 
Spokane, Wash. 

William T. Strauss, m.p., New 
York, N.Y. 

John H. Talbott, m.p., Buffalo, 
N.Y 


M.D., 


John Tracy Clinic, Los An- 
geles, Calif. 

Lt. Col. Wilfred T. Tumbusch, 
Lt. Col. Edward H. Vogel, 
Jr., Capt. Duane L. Larson, 
mc, USA, Washington, D.C. 

John A. Wagner, m.p., Balti- 
more, Md. 

C. Allen Wall, m.p., San Fran- 
cisco, Calif. 

Ashton L. Welsh, m.p., Cin- 
cinnati, Ohio 

Frank M. Woolsey, Jr., M.D., 
Albany, N.Y. 


“Improved Anti-Rheumatoid 
Chrysotherapy”’ 

**Postgraduate Education in 
Anesthesia”’ 

‘Drug Evaluation in Rheuma- 
toid Arthritis’’ 

“Clinical Pictures of Fluid Im- 
balances”? 

‘Hypothyroidism: The Protein 
Bound Iodine as a Routine 
Screening Procedure’’ 

it an Allergy??? 


‘Management of Thrombo- 
phlebitis with an Anti-In- 
flammatory Agent—Phenyl- 
butazone’’ 

"Stinging Insects”? 


"Penicillin Reactions—Their 
Diagnosis and Treatment’’ 
**Modern Concepts in the Man- 

agement of Gouty Arthritis”’ 
“Detection of Hearing Loss in 
Young Children’’ 
**The Initial Care of the Severely 
Burned Patient’? 


“Let’s Do Away with ‘CVA’ ”’ 


“Continued Complaints Follow- 
ing Cholecystectomy ”’ 
**Psychotherapeutic Drugs’’ 


**Two-Way Radio Conferences 
—A New Method for Post- 
graduate Education”’ 


“Then ... right at the punch-line of your 
story .. you press the button and ZINGO!" 
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PACINI’S CORPUSCLES 


anatomy 


RUFFINI’S 
SPINDLES 
PERCEIVE 
HEAT 


MEISSNER’S 
TACTILE 
CORPUSCLES 
—TO TRANSMIT 
SENSATION 


Invaluable to the diagnostician in 
helping him to exercise his skill are 
complex nerve endings which 
comprise the anatomy of touch. 


Considerations of tactile sensitivity 
are probably nowhere more important 
than in the choice of a prophylactic. 
“Built-in” sensitivity characterizes 
RAMSES,® the superior rubber pro- 
phylactic. RAMSES are preferred by 
men because they are tissue-thin, trans- 
parent, naturally smooth, designed to 
interfere least with sensation — yet 
amazingly strong. 


Confronted with vaginal trichomonia- 
sis, many physicians now routinely 
specify use of a prophylactic to prevent 
conjugal re-infection.’ In a recent study 
it was again pointed out that “...sexual 
intercourse accounted for most cases 
of re-infection.”* Husbands cooperate 
more readily in the wife’s treatment 
plan when you specify RAMSES, the 
prophylactic with “built-in” sensitivity. 


RAMSES® 1, Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958. 


PROPHYLACTICS ; oe 2. Giorlando, S. W., and Brandt, M.L.: Am. J. 
Obst. & Gynec. 76:66 (Sept.) 1958, 


RAMSES is a registered trade-mark % ; JULIUS SCHMID, INC. 
of Julius Schmid, Inc. i 423 West 55th Street, New York 19, N. Y. 
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Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


By EARLY SPRING, congressional activity on legislation 
affecting the practice of medicine in one way or another 
should be approaching peak level. 

The large volume of bills introduced in first month 
of the 86th Congress, considered in conjunction with 
statements of intent by leaders on Capitol Hill, indi- 
cate that between now and June action will be taken on 
the following issues: 

Extension of the President’s authority to requisition 
for compulsory military duty, through Selective Serv- 
ice, physicians up to the age of 35. 

Inauguration of a system of contributory medical 
and hospital care insurance for some five million federal 
employees and dependents. 

Appropriation of increased funds for medical re- 
search grants, construction of hospitals with Hill- 
Burton assistance and postgraduate instruction of 
physicians interested in rehabilitation of the physically 
handicapped. 

Congressional committees also have on their calen- 
dars bills which amend the social security laws to grant 
broader medical benefits and liberalize the tax laws so 
as to permit self-employed professional and business 
men to gain tax-deferment on a limited amount of in- 
come placed in pension funds. It is not likely, however, 
that decisive action will be taken on these two plans 
this year. 


Not What the Doctor Ordered 


For refusing to supply “what the doctor ordered,” 
two Long Island pharmacists have been fined $1,500 
each and placed on three-year probation. 

Food and Drug Administration discovered that the 
pair had filled a prescription which called for an anti- 
biotic with cheap cold tablets. The patient was a 16- 
year-old girl and the substitution was discovered in 
time to prevent any serious complications. 

The federal agency also announced seizure of stocks 
of a treated candy and a food supplement capsule, both 
containing a pollen which was represented as a boon 
to sexual potency and freedom from pains of arthritis. 

Chocolates and bon bons were priced at $9.95 per 
7-ounce box, with no additional charge for individual 
wrapping in gold foil. The pollen food supplement sold 
for $9.85 a half pound. 

Basis of the seizure was FDA’s charge that the prod- 
ucts’ labeling misrepresented their capabilities as an 
implement of good health. 

“Both products are being relabeled,” said the gov- 
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ernment agency, “to comply with the law under a 
consent decree of condemnation entered on January 
2, 1959, by the U.S. District Court of Portland, Ore.” 


Amphetamine, Barbiturate Control 


Sen. Thomas C. Hennings, Jr. (D-Mo.) is pushing a 
bill that would tighten federal controls on sales of am- 
phetamines and barbiturates. His main objective is to 
cut down illicit traffic in these drugs where teenagers 
are concerned. The Hennings bill proposes to amend 
the Food and Drug Act by requiring record-keeping 
on sales of amphetamines and barbiturates, and mak- 
ing products containing amphetamines subject to sale 
by prescription only. 

“Some juveniles take (these drugs) by mouth,” said 
Senator Hennings, who is chairman of the Senate’s 
Committee on Juvenile Delinquency. “The worst us- 
ers, however, inject them into the blood stream with a 
hypodermic needle. In the case of amphetamines, a 
juvenile will obtain several nasal inhalers. He will ex- 
tract the amphetamines by boiling the inhaler and then 
inject the fluid into his veins. 

“Neither of the drugs is habit forming in the same 
sense as is Heroin. So juveniles have little fear of ad- 
diction. Some, however, have found the habit so strong 
that they commit crimes to finance their habit. It is 
my belief that if we control the distribution of the 
drugs, we will keep them within the limits of legitimate 
medical usage.” 


Vendor Report 


According to the latest monthly report by the Social 
Security Administration, vendor payments for medical 
and hospital care in November, 1958, exceeded $32 
million. More than one-half this sum was expended for 
health services, including drugs, to social security 
beneficiaries on old age assistance. 

Vendor payments authorized for persons receiving 
general assistance came to $7,236,000 during the 
month; dependent children, $4,575,411; permanently 
and totally disabled, $2,766,718; the blind, $519,171. 
As indicated above, the biggest category was old age 
assistance, $16,916,943. 


More Civil Air Surgeon Authority 


While it will take some time before the results are 
felt at grass roots level, the recent reorganization of 
the medical branch of Federal Aviation Agency is of 
genuine significance to those hundreds of physicians 
throughout the country who are designated medical 
examiners. 
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The picture of health—no “angina problem” 


(2 years post-infarct) 


...on Metamine Sustained, b.i.d. 


When anginal episodes persist in spite of E.C.G. 
evidence of “good recovery” from myocardial 
infarction, METAMINE SUSTAINED provides ideal 
protective medication. In fact, METAMINE 
SUSTAINED protects many patients refractory to 
other cardiac nitrates,? reducing the number and 
severity of anginal attacks, or eliminating them 
entirely. Dosage is easy to remember: “1 tablet 
on arising, and 1 before the evening meal.” 

Each tablet of METAMINE SUSTAINED slowly releases 
10 mg. of aminotrate phosphate (LEEMING), the 
long-acting coronary vasodilator virtually free of 


1, Eisfelder, H.W.: Case history 4/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


nitrate side effects (nausea, headache, hypotension).? 
And, when you prescribe METAMINE SUSTAINED 
your angina patient will need less nitroglycerin 
and thus remain fully responsive to that vital 
emergency medication. 


Supplied : bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE (2mg.) ; METAMINE(2mg.) WITH 
BUTABARBITAL (4 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 
mg.) SUSTAINED WITH RESPERINE (0.1 mg.). 


Shes. Leeming Cone New York 17. 
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Late in January it became known that the office of 
fheCivil Air Surgeon in FAA, which is the successor to 
@ecm Acronautics Administration, will have much 
Semore authority than formerly. For one thing, it will 
faye much more to say about the making of rules on 
physical fitness of airmen. Also, it is felt in Washing- 
in that the appointment of physicians qualified to 
perform examinations prerequisite to pilot certifica- 


tion will be taken more seriously than has been the case 
heretofore. 

Functioning of FAA’s medical arm will depend 
largely on the thinking of the man who is selected to 
be the agency’s first Civil Air Surgeon. At the time of 
writing, this appointment had not yet been made. 


Also see the AMA Washington Report, page 277. 


Physical Exams, Silver Seal Group, 
AAGP Foundation Bow Next Month 


Inmiation of a special project, an honor for a new 
group and the first session of the Board of Trustees of 
thenew Academy Foundation, all wi!l be extra-curricu- 
lar events of note at the Assembly next month. 

The physician’s examination booth, an idea which 
Originated with Academy members at recent AMA 


Se meetings, will be particularly stressed with its first 


Assembly appearance. It is hoped that members will 
lake advantage of this opportunity to have an exami- 
nation. 

At this writing it appears that the examining booth 
will be made up of a series of cubicles, each housing 
various procedures. Local technicians and laboratories 
will aid with the processing. An attending physician 
will go over the final results with each of the doctor- 
patients. 

Dr. Robert W. Wolf of San Francisco is principally 
i charge of the project. He has been aided by Dr. 
Walter Sackett of the Academy’s Committee on 
Seientific Assembly. 


Silver Seal Group 


More recognition is in store for members who have 
contributed generously to the Academy’s Building 
Fund. A new group, donors of $25, are to be identified 
as members of the Silver Seal Group. During the 
Assembly these Silver Seal members will be identified 
by a special stick-on badge. 

For Century Club members, $100 contributors, 
there will be a repeat of last year’s special luncheon. 
This year the luncheon will be held on Tuesday, April 
7, at the Mark Hopkins. Admission will be by button. 


ladies Complete Plans 


Another important facet of Assembly activities, 
ladies’ entertainment, is being well organized by Mrs. 
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A. J. Franzi and members of her committee. (See cut.) 

As announced earlier, most of the activities will be 
held on Tuesday, April 7. The ladies will have a 
choice of going on one of the four planned tours or to 
the Luncheon-Fashion Show at the Fairmont that day. 

The four tours and their departure times are: 
The Peninsula Tour, 9:30 a.m.; East Bay and San 
Francisco Tours, 10 a.m. and Marin County Tour, 
10:15 a.m. 

The Luncheon-Fashion Show will be held at 12:30 
p.M. in the Fairmont. The fashions will be presented 
through the courtesy of Elizabeth Arden. 

On the weekend preceding the opening of the 
Assembly, a Hospitality Suite will be maintained in 


Ladies’ Committee in Pre-Assembly Meeting—Mrs. Antonio J. 
Franz, chairman of the Ladies’ Entertainment Committee for nexi 
month’s Assembly in San Francisco, is shown with members of her 
committee at a final planning session. Standing, left to right, are 
Mrs. Ivan Heron, fea chairman; Mrs. R. B. Stuehler, assistant com- 
mittee chairman and San Francisco Tour chairman; Mrs. Lawrence 
M. Trauner, fashion show chairman and Mrs. James Rafael, East 
Bay Tour chairman. Seated, left to right, are Mrs. A. P. Guadagni, 
transportation chairman; Mrs. Lionel Pereyra, hospitality chairman; 
Mrs. Norman Fox, Peninsula Tour chairman; Mrs. Franzi, general 
chairman and Mrs. Leland Duffield, program chairman. Two other 
hey committee members, Mrs. Robert Majors, publicity chairman, and 
Mrs. Eldor Sailer, Marin County Tour chairman, are not shown. 
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All this for 
one monthly fee 


¥ Enjoy the most modern x-ray facilities . . . 
avoid obsolescence losses 

¢ No surprise “extras” — covers periodic in- 
spection, maintenance, replacement tubes, 
parts 

¢ Freedom to add or replace equipment as 
improvements appear 


¥ G.E. pays for insurance . . . assumes prob- 
lem of collecting for equipment damage 


¢ GE, pays local property taxes 


without capital outlay 


the difference is 


rental 


Here’s the perfect answer for a cost-saving 
x-tay installation, easy to keep abreast of im- 
portant new developments, G-E Maxiservice 
ties up none of your capital .. . eliminates 
trade-in losses — progress determines your 
time for exchange, not finances. In effect, you 
contract for wtility, convenience, flexibility 
and service, not for just equipment. 

For complete details, contact your G.E. 
X-Ray representative, or clip coupon below 
for your copy of our new 
Maxiservice booklet. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Room F-37 


Send your new 12-page MAXISERVICE booklet to: 


Progress Is Our Most Important Product 
GENERAL ELECTRIC 


Name. 


Add. 


i 
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the Fairmont’s Green Room. On Monday, April 6, a 
similar Hospitality Room will be set up in Brooks Hall 
at Civic Auditorium. 


Foundation Session 


The work of the American Academy of General 
Practice Foundation will formally get under way at this 
Assembly with the newly-appointed members of the 
Board of Trustees holding their first session during a 
luncheon meeting on Wednesday, April 8, at the 
Fairmont. 

Earlier this year the Academy’s Board of Directors 
elected the 12 trustees and adopted By-Laws for the 
Foundation. A separate story on the Foundation ap- 
pears below. 


New Board of Trustees for AAGP Foundation 
To Meet Next Month in San Francisco 


Next MONTH, during the Annual Scientific Assembly, 
the first Board of Trustees of the newly-organized 
American Academy of General Practice Foundation 
will be meeting for the first time. 

The 12 trustees were elected at a recent special ses- 
sion by the Academy’s Board of Directors which also 
reviewed and adopted the By-Laws for the foundation. 
To establish the staggered terms of office, the 12 trus- 
tees were divided into three groups with their respec- 
tive terms to expire in 1964, 1962 and 1960. At the ex- 
piration of the initial terms of office, trustees will 
henceforth be elected for six-year terms. 

The trustees are: 

(Terms to expire in 1964) Dr. Malcom E. Phelps, 
El Reno, Okla.; Dr. Albert E. Ritt, St. Paul, Minn.; 
Dr. John G. Walsh, Sacramento, Calif.; Dr. M. B. 
Casebolt, Kansas City, Mo. 

(Terms to expire in 1962) Dr. Charles C. Cooper, 
St. Paul, Minn.; Dr. Fount Richardson, Fayetteville, 
Ark.; Dr. Charles E. Martin, Ferguson, Mo.; Dr. J. P. 
Sanders, Shreveport, La. 

(Terms to expire in 1960) Dr. Arch Walls, Detroit, 
Mich.; Dr. Floyd C. Bratt, Rochester, N. Y.; Dr. Hol- 
land T. Jackson, Ft. Worth, Tex.; Dr. J. S. DeTar, 
Milan, Mich. 

The chain of action on the new foundation followed 
the adoption of the Missouri chapter-sponsored resolu- 
tion at the Dallas Assembly directing that a scientific 
and research foundation be established by the Academy 
to which contributions could be made. 

Then, on November 18 a charter was issued by the 
State of Missouri to the AAGP Foundation. The Board 
of Directors of the American Academy of General 
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This Year’s Ross Award Judges—The AAGP’s Ross Award Com- 
mittee has selected these three medical school deans to serve as the 1959 
Ross Award judges. They are (left to right) Dr. D. W. E. Baird, Uni- 
versity of Oregon Medical School, Portland; Dr. Mark R. Everett, 
University of Oklahoma Medical School, Oklahoma City, and Dr. 
John Parks, George Washington University School of Medicine, 
Washington, D. C. Annually, two Academy members each receive 
$1,000 cash awards, through a grant from Ross Laboratories of 
Columbus, Ohio, as the authors of the two most significant scientific 
articles to be published in GP during the past year. This year’s win- 
ners, selected by Drs. Baird, Parks and Everett, will be announced 
April 8 in San Francisco during the Annual Scientific Assembly. 
Dr. Orson B. Spencer, Price, Utah, chairman of the Ross Award 
Committee, will make the award presentation. 


Legislation Commission Goes to Washington— The Academy ’s Com- 
mission on Legislation and Public Policy kicked off the new year 
with a two-day session in the nation’s capital. All members, with the 
exception of Dr. Carlos E. Fuste, Jr. of Alvin, Tex. who was grounded 
because of bad weather, met with Commission Chairman Floyd C. 
Bratt in Hotel Statler. The agenda covered a variety of pertinent sub- 
jects such as immunization campaigns, state chapter legislative 
committees, third party medicine and approval of an office scroll. 
Meeting briefly with the group was Mr. Paul Donelan, attorney from 
the AMA Washington office, who reported on AMA methods of 
handling legislation and possible areas of cooperation with the 
Academy. USPHS Surgeon General Leroy Burney and several sena- 
tors from commission members’ states were guests of honor at a re- 
ception. Dr. Burney was also entertained at dinner by the commis- 
sion. Shown in session are Drs. Charles Wyatt (left to right), Mer- 
rill Cross, O. A. Phipps, Paul Read, Daryl Harvey, Miss Helen Cobb, 
Chairman Bratt, Mr. Donelan, Mr. Walter Kemp, Drs. Thomas Biake, 
Lester Bibler, Malcolm Harris and Executive Director Mac F. Cahal. 
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offers you the most for your discriminating patients 


Contains: Koromex Coil spring diaphragm 
Koromex Jelly—regular size tube 
Koromex Cream—trial size 
(inclusion of jelly and cream allows 
patient to select the one best suited 
to physiological variants) 
Koromex Introducer 


*Sanitary plastic, zippered storage bag, washable, appealingly feminine 


Also available with flat spring Koromex or with arcing diaphragm 
(Koro-Fiex) 


HOLLAND-RANTOS CO., INC.+145 HUDSON STREET-NEW YORK 13, N.Y.. 
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Practice was named the original trustee to bring the 
foundation into existence. 

On December 1, the Board of Directors, acting as 
trustees of the foundation, adopted By-Laws drawn up 
and submitted by the Academy’s executive director. 
Then, in accord with these By-Laws, the Board met, 
pursuant to call, as members of the AAGP Foundation. 
In this capacity they elected the first Board of Trustees. 

There are no plans to undertake a drive for funds. 
However, some contributions have already been volun- 
tarily made and others are expected shortly. The first 
contributor was Marion Laboratories. The second was 
Mr. A. W. Breckenkamp, president of Professional 
Men’s Insurance Agency which handles the Academy’s 
group disability plans. 

Prime source of funds for the new foundation will 
be from dividends received from New York Life In- 
surance Company in connection with the new group 
life plan which has just been announced. 

This plan which offers life insurance at greatly re- 
duced premiums to Academy members also provides 
that dividends shall be payable to the Academy. Sur- 
pluses remaining after administrative costs are de- 
frayed will be paid over by the Academy to the founda- 
tion. If enrollment in the plan is as extensive as now 
indicated, the sums paid annually from this fund will 
be substantial. 

The essential fact about the foundation which mem- 
bers of the Academy should bear in mind is that it is 


an exclusively scientific and charitable corporation. 
As such, it will be exempt from corporation income 
taxes under Section 501 (c) (3) of the Internal Revenue 
Code. Thus contributions to the foundation are de- 
_ductible for income tax purposes. 


More Than 1,000 New Contributors 
Shared in Latest Building Fund Drive 


More THAN 1,000 new names have been added to the 
Building Fund roster as a result of the recent letter- 
appeal from Academy Treasurer Albert E. Ritt, St. 
Paul, Minn. 

The letter which went out in December brought in 
around $44,000 (by mid-January) to pay off outstand- 
ing obligations. The letter was sent to all Academy 
members with the exception of Century Club members 
and even a few of them took this opportunity to give 
again. 

One of this honored group. Dr. Henry A. Springer 
of Cincinnati, became a four-time Century Club mem- 
ber with an additional $100 contribution bringing his 
total to $400. 

According to Dr. Ritt, more than $55,000 has been 
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contributed Fie last June in the current drive to pay 
off outstanding obligations. After paying deficits out- 
standing since the 1958 campaign, some $40,000 is cur- 
rently available for the bank note due in June. This 
means that within the next four months $16,000 is 
needed to fulfill the current bank debt. . 

“I am particularly pleased that many members who 
made no past contributions answered my plea,” says 
Dr. Ritt. “To date, more than 1,000 new names have 
been added to the building fund roster. In addition, I 
can only express my sincerest gratitude to’ the great 
number of members who made repeat contributions. 
These doctors have truly done far more than their 
share.” 

As the letter pointed out, each member is being 
asked to accept his individual portion (1/25,000) of 
the financial burden ($150,000 bank debt and $200,000 
borrowed from the GP fund). Each of the 25,000 mem- 
bers can be a living part of the headquarters building 
by contributing just $15. 

At the close of 1958, Tennessee became the first 
chapter to achieve 100 per cent participation in the 
Academy’s Building Fund. With all of the nearly 400 
Tennessee members contributing, that state’s total of 
$4,530 now nets an average of $11.62 per member. 

More than 1,100 Academy members from every 
state are now Century Club members. This group will 
again be honored at a special luncheon during the As- 
sembly in San Francisco. There will also be a special 
badge recognition for members of the new Silver Seal 
Club—contributors of $25. 


Dr. Coffin Clarifies Statement on Surgery 
Attributed to Him in Minneapolis Paper 


IN RESPONSE to a query for clarification of a recent 
Minneapolis Morning Tribune story, Academy Member 
L. A. Coffin, the AMA’s 1958 General Practitioner of 
the Year, has advised AAGP Board Chairman John 
Walsh that the statement attributed to him concerning 
surgery is not his opinion at all. 

The statement in question was one which quoted 
Dr. Coffin as saying that he didn’t think general prac- 
titioners should do surgery. 

When confronted with the story, Dr. Coffin replied 
that the story was not correct. At the December 2 press 
conference in Minneapolis, Dr. Coffin said he was 
asked by reporters if he did surgery. In reply, he said 
**No” and they asked why. 

**My reply,” stated Dr. Coffin, “was that with four 
years of medicine and one year of rotating internship 
I did not feel I was qualified to do surgery so I have 
referred my surgery to a qualified surgeon.” 
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- Grateful little patients 
(and mothers, too!) 
love you for the quick, 


safe relief you give with 


TOPICAL ANESTHETIC OINTMEN® 
(Ethyl-p-aminobenzoate, 


-ARNAR-STONE LABORATORIES, INC., mt. 
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*] was then asked if I felt a general practitioner 
should do surgery. My answer was ‘no’ unless he had 
had surgical training and by that I mean a residency 
in surgery or had been associated with a surgeon for 
several years. If he has had that kind of training then 
he is qualified to do surgery, otherwise he should refer 
his surgery.” 

Dr. Coffin further clarified his position by stating 
that “most of my surgery is referred to two general 
practitioners who do excellent surgery.” 


Doctors Must Control Flaws in Voluntary 
Health Insurance System—George Bugbee 


ALTHOUGH voluntary health insurance has complicated 
physicians’ lives and has not been too popular with 
some, it nonetheless means a great deal to physicians 
in this changing socio-economic picture, George Bug- 
bee, president of Health Information Foundation, re- 
cently told members of the District of Columbia Medi- 
cal Society. 

He warned, however, that physicians must take the 
initiative to correct two chief complaints of the system 
if they are to forestall government intervention and 
perhaps more restrictive measures in the health and 
medical field. 

“Voluntary health insurance,” said Mr. Bugbee, ‘‘on 
the basis of its past record, clearly demonstrates that if 
administrative problems now developing canbe handled, 
the population can be enrolled and benefits can be 
raised to a level where the family is given adequate 
security.” 

“These administrative problems are evident enough,” 
he continued. ‘They require that physicians and hos- 
pitals assure the public that insurance does not cost 
too much as a result of abusive overuse of services; 
that those who provide services are adequately com- 
pensated but that insurance itself does not inflate unit 
charges for service, whether those charges be physi- 
cians’ fees or hospital room rates.” 

He told the District of Columbia doctors that volun- 
lary insurance has not fully reached some of the most 
vulnerable groups in our population. 

“Iam sure that you are conscious of the fact that for 
a small number of families with serious and often 


alls, drugs and appliances can be as much beyond the 
range of the family budget as are costs in the hospital,” 
Mr. Bugbee added. 

In fact, he pointed out that, “In our country where 
medical care is generally available regardless of ability 
‘0 pay, financial hardship is frequently greater among 
middle-income families in time of serious and expen- 
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chronic illness, expenses for home and office medical — 


sive illness. These are the families that summon every 

personal resource to pay for needed medical care, often 
to the detriment of other needs, including medical 
care regarded as less urgent.” 

Mr. Bugbee said too that it is impossible to overlook 
the raging controversies over whether hospital costs 
are too great and whether too many people are being 
admitted to hospitals. 

These controversies are touched off by requests for 
rate increases by the Blue Cross plans which pay hos- 
pitals for service rather than by giving the subscriber a 
cash allowance. 

Under such a service program, payments to hospitals 
must increase with hospital costs and with increased 
admissions. Rates to the public, accordingly, must go 
up as costs and use increase. 

Mr. Bugbee said he thought some of the friction was 
caused because reasonable hospital use had not yet 
been properly defined. 

He said that although hospital care could be de- 
creased as much as 50 per cent if hospital admissions 
were limited to occasions when life is at stake, he 
doesn’t believe the American public would go along 
with that arrangement. 

He believes the public is willing to pay for hospital 
care when ordered by the physician because it is more 
reassuring, safer or more comfortable and because it 
speeds diagnosis and treatment. 

**T believe,” he added, “I could also defend a certain 
number of hospital admissions for the convenience of 
the physician—a convenience that may indeed have 
great significance for patients.” 

The fact remains that the nation is at a crucial point 
in the development of voluntary health insurance. For 
physicians who think that our present voluntary health 
insurance with the third party paying under a fee-for- 
service system seriously changes medical practice, 
what would they say of salary or capitation such as is 
practiced in England, asked Mr. Bugbee. 

The solution, he believes, is to have hospitals, phy- 
sicians, Blue Cross and Blue Shield and other insur- 
ance companies coordinate and work out the necessary 
administrative structure to demonstrate to the public 
that the small percentage who create the problems can 
be controlled. 

Mr. Bugbee concluded: ‘The most serious adminis- 
trative problems in voluntary health insurance facing 
you, as physicians, are the questions of whether with 
greater use of services and more adequate coverage, 
the public will be assured that there is not overuse or 
excessive charge for services. No group is better quali- 
fied to judge these questions certainly, and the public 
will have to find its assurance in expressions by the 
medical profession.” 
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ave you 
interested in a 
moderate low-fat 
well-balanced 
breakfast? 


When a moderate reduction of fat in the diet is 
indicated, a basic cereal and milk breakfast shown 
in the table below is worth consideration. Not only 
is the fat content moderate (10.9 gm.—20 per cent 
of total calories), but this convenient, economical 


breakfast is well balanced as demonstrated by the 
chart below showing its nutritional contribution to 
the recommended dietary allowances! for “Women, 
25 Years.” This basic cereal and milk breakfast is 
well balanced and nutritionally efficient as demon- 
strated by the Iowa Breakfast Studies. 


recommended dietary allowances* and the nutritional contribution of 4 moderate low-fat breakfast 


Menu: Orange Juice—4 oz.; 


oz.; 
ole Milk—4 oz.; Sugar—I teaspoon; 
Toast (white, enriched)—2 slices; 


. Butter—5 gm. (about 1 teaspoon); 


Nonfat Milk—8 oz. 


Nutrients Calories Protein Calcium 


Iron A Thiamine 


Vitamin Ascorbic 
Riboflavin —_ Niacin Acid 


Totals supplied by 
Basic Breakfast* 


Recommended Dietary! 
Allowances— Women, 25 
Years (58 kg.—128 ib.) 2306 


Percentage Contributed 
by Basic Breakfast 21.9% 


503 20.9 gm. 0.532 gm. 


58 gm. 
36.0% 66.5% 


0.8 gm. 


2.7 mg. 


12 mg. 
22.5% 


5881.U. 0.46 mg. 0.80 mg. 3 mg. 65.5 mg. 


5000 
11.8% 


1.2 mg. 70 mg. 


93.6% 


17 mg. 
17.6% 


1.5 mg. 


38.3% 53.3% 


*Revised 1958. Food and Nutrition Board, National Research 
Council, Washington, D.C. 


**Cereal Institute, Inc.: Breakfast Source Book. Chicago: Cereal 
Institute, Inc., 1958, 
Watt, B. K., and Merrill, A. L.: Composition of Foods— Raw, 
Processed, Prepared. U.S.D.A. Agriculture Handbook No. 8, 1950, 


1 The allowance levels are intended to cover individual variations 

among most normal persons as they live in the United sane under 

usual environmental stresses. Calorie allowances apply t 

individuals usually engaged in mye physical pA For 

office workers or others in sedentar, they are si 
Adjustments must de for variations in body size, age, 

physical activity, and np 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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Northwestern Honors Dr. Tom Spies 
With First Nutrition Professorships 


Tue First of two professorships in nutrition and me- 
tabolism to be established at Northwestern University 
Medical School has been named for Dr. Tom D. Spies, 
internationally recognized authority in the field. 

Dr. Spies, an Academy member, is professor and 
chairman of the Department of Nutrition and Me- 
tabolism at Northwestern and also is scientific director 
of the Nutrition Clinic at Hillman Hospital, Birming- 
ham, Ala. 

The two professorships in nutrition and metabolism 
are the first to be endowed specifically in this field in 
any medical school. Each chair endowed for a half 
million dollars, was made possible through the efforts 
of the Spies Committee for Clinical Research. The 
committee is made up of educators, industrialists and 
scientists dedicated to support the work in nutrition 
begun by Dr. Spies. 

In releasing the announcement of the professor- 
ships, Dr. J. Roscoe Miller, Northwestern president, 
said the endowed chairs give assurance that studies 
begun by Dr. Spies and his associates of the long-range 
effect of deficiency diseases will be perpetuated. 

The Tom D. Spies chair has been awarded to Dr. 
Robert E. Stone, now professor of nutrition and me- 
tabolism at Northwestern and a close associate of the 
honoree at Hillman Hospital. The second professor- 
ship, as yet unnamed, will be held by Dr. Spies. 
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“I think her artificial insemination story — 
is a lot of bull!” 
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Medical News in Small Doses: 


AcaDEeMy Member Amos R. Little, Helena, Mont., had 
the honor of being selected manager of the United 
States Olympic Alpine Ski Teams for the Eighth Olym- 
piad Ski Events which were held last month in Squaw 
Valley, Calif. As manager, Dr. Little was responsible 
for fielding, training and equipping the Yankee ski 
team. .. . Another physician, and the only one to gain 
a Senate seat, joins the doctor-legislator ranks in 
Washington. Alaska’s contribution is Ernest Gruening, 
M.D. of Juneau, former Alaskan governor, who is one 
of the two new senators from the 49th State. Dr. 
Gruening, a Democrat, is not in practice—instead has 
pursued a journalism career. . . . A report from the 
West Coast tells that Los Angeles County’s new 
Osteopathic Hospital, built as a result of a bond issue 
approved by county voters in the November, 1954 
election, has been dedicated. The 350,000 square foot 
hospital offers numerous facilities including dentistry, 
obstetrics. physiotherapy and surgery. . . . In a recent 
issue of Today's Health, Academy Member Thomas E. 
Rardin writes that confidence is the major ingredient 
of a successful doctor-patient relationship. To the 
public he says, “I can’t stress enough the beneficial 
effects of complete trust in your family doctor. It’s 
important to you and to him.” Without this con- 
fidence, Dr. Rardin feels it’s pretty hard for a doctor to 
help his patients intelligently because their innermost 
thoughts and secrets play such a big part in problems 
requiring medical attention. . . . Louisiana Chapter 
President Esmond A. Fatter was a special luncheon 
speaker during the recent three-day institute of hospi- 
tal nursing service sponsored by Catholic Hospital As- 
sociation of the United States and Canada and the 
Louisiana Conference of Catholic Hospitals in New 
Orleans. His topic was “Hypnosis and Modern Medi- 
cine.” . . . Despite the general adjustment that took 
place in the national economy in 1958, Health Insur- 
ance Institute reports that a new record was reached 
with $4.8 billion spent in health care benefits. This sur- 
passed the 1957 benefit payment figure of $4.2 billion 
by more than 14 per cent. . . . Big Ben, a large three- 
year-old mixed-breed, was named Research Dog Hero 
of 1958. He was selected for the honor because of his 
part in Tulane University research which has placed 
medical scientists on the threshold of a new technique 
for attacking brain cancers. He provided living proof of 
the feasibility of a new “perfusion” treatment for dead- 
ly brain tumors. . . . Beginning late this month and 
lasting until May 21 a housekeeping course for hospital 
personnel will be offered at Michigan State University, 
East Lansing, for the 11th consecutive year. 
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What are the critical considera- 
tions in anticoagulant therapy? 
Rapid onset. 


Simplicity and accuracy 
of control. 


Freedom from cumulative 
effects—not a sustained effect 
that may last up to 6 or 

more days from any particular 
dose—so that prothrombin 
levels may be rapidly restored 
if hemorrhage threatens. 


Relative safety from hemorrhage. 


Minimal “escape” of control. 


No absolute resistance. 


Consistent predictable results 
less troublesome management. 


Suitable for widespread 
ambulatory use. 


Little or no toxicity — 
few complications. 


What has extensive clinical experience 
demonstrated about Hedulin? 


“The effect is apparent in 12 hours... 
The appearance of therapeutic levels in 24 to 36 hours 
confirms previous observation of others.”! 


“The therapeutic range of hypoprothrombinemia was 
relatively easy to induce and maintain...”? 

“We have found (Hedulin) inexpensive and relatively 
easy to manage with a reasonably constant daily dose.” 


“_..superior...with regard to ease of maintaining 
effective prothrombin concentraiions...”* 


“_..the prothrombin time of the blood usually returns 
to normal within 24 to 48 hours after the drug 

is discontinued’> (as compared to certain coumarin 
derivatives which give hypoprothrombinemia levels up 
to 6 days or more after initial induction). 

“Drugs with...rapid recovery periods such as... 
(Hedulin)...provide...relative safety from hemorrhage.”® 


“Although bleeding can be expected, it has been the 
2) 


slow variety and never a serious hemorrhage per se. 


“_.-Hedulin was almost twice as effective 

as Dicumarol in maintaining an effective reduction in 
prothrombin concentration...With Hedulin, 

the period of ineffective therapy was 13.9% ...the 
prothrombin concentrations (with Dicumarol) 

were out of effective range 25.4% of the time.”* 


“,.-we had no cases of absolute resistance to the drug.”” 
“there were no cases where there was no response.”! 


“We have been impressed with the constancy 

of the prothrombin time once the maintenance 

dose has been established...”* 

“_..once effective levels had been reached, the 

dosage schedule of Hedulin was surprisingly constant 
... subsequent dosage is quite predictable...’””* 
“Because of the relative safety of Hedulin, 

it is particularly suitable for ambulant therapy.”® 
“_..attended by little or no toxicity.” 

“_.-its enumerated advantages provide a safety factor 
which will greatly minimize hazards in its use.”" 
“No toxicity directly attributable to the drug 

was noted.”!? 


Hedulin has provided 12 years of safe, effective, predictable control of clotting 
mechanisms in the treatment of thrombotic processes. 
“This drug—not a coumarin derivative—comes closer to the ‘Ultimate Anticoagulant’ ”"' 


For a trade size sample of Hedulin for clinical trial in your practice, write to: 
Walker Laboratories, Inc. = Mount Vernon, N. Y. 


References: 1. sise, H.S.; Moloney, W. C., and Guttas, C. G.: Am. Heart. J. 53:132 (Jan.) 1957. 2. Breneman, G. M. and Priest, 
E. McC.: Am. Heart. J. 50:129 (July) 1955. 3. Wood, Jr., J. E.; Beckwith, J. R., and Camp Ill, J. L.: J.A.M.A. 159:635 (Oct. 15) 
1955. 4. McNichol, L. J.; Finger, J., and Brazil, G.: J. Michigan M. Soc. 56:12 (Dec.) 1957. 5. New and Nonofficial Remedies: J.A.M.A. 
p. 142 (May 9) 1953. 6. Olwin, J. H. and Oglesby, P.: Surg., Gynec. & Obst. 105:61 (July) 1957. 7. Harper, B. F. and Johnson, R.: 
J.M.A. Georgia 45:149 (April) 1956. 8. Rawls, W. B.: J. Am. Geriatrics Soc. 3:614 (Aug.) 1955. 9. Fisher, M. M., et al.: New York J. 
Med. 54:778 (Mar. 15) 1954. 10. Kim, C. S.: U. S. Armed Forces M. J. 5:1,623 (Nov.) 1954. 11. Blaustein, A.: Med. Times 81:605 
(Sept.) 1953. 12. Kruesi, O. R. and Schilling, F. J.: New England J. Med. 251:927 (Dec. 2) 1954. 
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News from the State Chapters 


REGISTRANTS FOR Michigan chapter’s 12th annual fall 
postgraduate clinic totaled 1,270, of whom nearly 
1,000 were physicians and wives. The three-day meet- 
ing, November 11-13, was held at the Sheraton-Cadil- 
lac Hotel in Detroit. 

Dr. Howard Rees of Grosse Pointe was chosen by 
the congress of delegates as new president-elect. Dr. 
Clark Royer of Battle Creek succeeded Dr. F. P. 
Rhoades of Detroit as president (see cut). 

Also elected were Drs. Lyle Korum, Detroit, treas- 
urer; C. Howard Ross, Ann Arbor, speaker, and Carl 
Stander, Saginaw, vice speaker. Dr. E. Clarkson Long, 
Detroit, was re-elected as executive secretary. Elected 
to a two-year term as national delegate was Dr. 
Rhoades; his alternate is Dr. Russell Fenton of De- 
troit. Newly-elected directors are Drs. Lincoln O. 
Shantz, Flint, and Harry Lamb, Sturgis. 

There were 27 guest speakers on the two-day scien- 
tific program, which was supplemented by 24 scientific 
exhibits and 71 technical exhibits. 

AAGP President Holland T. Jackson of Ft. Worth 
(see cu) was guest of honor at the annual banquet. He 
spoke on “In-Hospital Training.” In addition to the 
planned entertainment, there were installation and 
presentation ceremonies and group singing led by 
Past Academy and MAGP President Jack DeTar of 
Milan. 

Over 250 members and wives attended both the 
banquet and the cocktail party and reception which 
preceded the dinner. A strolling musical trio enter- 
tained at the reception while the Ladies’ Entertain- 
ment Committee (see cut) supervised the banquet en- 
tertainment. Special guests at the banquet were Dr. 
Gilbert Saltonstall, president of the Michigan State 
Medical Society and Academy member, and Dr. C. I. 
Owen, president of the Wayne County (Ohio) Medical 
Society, who acted as moderators at two of the scien- 
tific sessions. 

An unusual feature of the 100-page convention 
handbook was a membership directory listing the 1,100 
Michigan members by postal zones. It was felt that this 
information would prove valuable in securing new 
menibers, 
> University of North Dakota President George 
Starcher was the guest speaker at the dinner-dance 
given by the North Dakota chapter during its third 
annual meeting at the university medical school in 
Graud Forks. 

Dr. Starcher spoke briefly of the history of the uni- 
versity medical school and of the importance of medi- 
cal «lucation and general education. 
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AAGP President Hosted—President Holland T. Jackson of Ft. Worth 
(left) was the banquet guest of honor at Michigan chapter’s recent 
12th annual fall postgraduate clinic held in Detroit. Shown to his 
left is Dr. F. P. Rhoades, Detroit, who is outgoing chapter president. 
Dr. Rhoades will serve as national delegate, elected for a two-year 
term. 


Realization of a Goal—Three men who helped “‘pioneer”’ the Amer- 
ican Academy of General Practice are shown at Michigan’s meeting 
in the Sheraton-Cadillac Hotel in Detroit. From left to right they 
are: Dr. E. Clarkson Long, Detroit, executive secretary of the Michigan 
chapter; Dr. &. C. Texter, Detroit, the AAGP’s second president and 
AAGP President Holland T. Jackson, Ft. Worth. 


“Twenty-Three Skidoo"—Carrying out a “‘Roarin’ 20’s’’ theme 
were these bedecked members of Michigan chapter’s Ladies’ Enter- 
tainment Committee. Dressed in appropriate costumes they helped 
put on a floor show “recreating the nostalgic speak-easy atmosphere 
of that noble experiment—Prohibition”’ at the annual banquet. 
Members who attended were all given beanies and the ladies received 
long strings of beads reminiscent of the “‘Flaming Youth’? era. A 
1918 Ford roadster was also present to help set the theme! 
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“Premarin” with Meprobamate 


Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate. 


PMB (“Premarin” with Meprobamate) is an 

ideal preparation when the patient needs extra & me 
relief from anxiety and tension during the | 

menopause. Once these symptoms are under 

control, therapy may be continued with 


“Premarin” alone. 


Simple to prescribe as merely PMB 


: pply: No. 880, PMB-200, 


bottles of 60 and 500. 


Also available No. 881, PMB-400 
(“Premarin” 04 mg. with meproba- 
mate 400 mg.), bottles of 60 and 500. 


AYERST LABORATORIES ° NEW YORK 16, N. Y. ° MONTREAL, CANADA 
5827 “Premarin” ® conjugated estrogens (equine) Meprobamate, licensed under U.S. Pat. No. 2,724,720 
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The banquet and evening of dancing, at the Ryan 
Hotel, followed a full day of scientific lectures. The 
next day election of officers was held, with Dr. David 
Grover Jaehning of Wahpeton succeeding Dr. Alan 
K. Johnson of Williston as president. (See cut.) New 
officers are: Drs. William M. Buckingham, Elgin, vice 
president ; Richard D. Nierling, Jamestown, secretary- 
treasurer; and Harlen C. Larsen of Dickinson, Dwayne 
F. Pile of Crosby and L. T. Longmire of Devils Lake, 
directors. 

Delegates to the national Assembly next month are 
Outgoing President Johnson and Dr. R. W. Hender- 
son of Bismarck. Their alternates are Drs. Jaehning 
and Buckingham. 

Nearly 120 members and guests attended the two- 
day program, on which the following medical authori- 
ties appeared: Drs. Lloyd S. Ralston, Grand Forks 
Clinic; W. E. Cornatzer, University of North Dakota; 
E.G. Olmstead, University of North Dakota; Maurice 
H. Stauffer, Mayo Clinic; Phillip H. Woutat. Grand 
Forks Clinic; Richard L. Varco, University of Minne- 
sota; James Cardy, University of North Dakota; E. A. 
Haunz, Grand Forks Clinic; W. L. Macaulay, Fargo 
Clinic, Fargo, N. D.; Lee A. Christoferson, Fargo, and 
Charles Heilman, Fargo Clinic. 

Hyperthyroidism, liver damage, coronary artery 
disease, obstructive jaundice, diabetes and drugs. 
dermatitis, Parkinson’s disease and x-ray diagnosis 
were the topics covered during the scientific program. 

In addition, Dr. Johnson, presented the President’s 
Paper on “‘A Simplified Method and Criteria For Ex- 
change Transfusion.” A panel discussion on obstruc- 
tive jaundice was also held. 

The date for the fourth annual meeting was set for 
next November 20 and 21 in Mandan, N. D. 
>Celebrating the chapter’s tenth anniversary, West 
Virginia held its annual scientific meeting December 7 
at the Daniel Boone Hotel in Charleston. 

President Seigle W. Parks presided at the meeting 
which featured four scientific speakers. (See.cut.) Dr. 
John H. Holzaepell, assistant professor of obstetrics 
and gynecology, Department of Medicine, Ohio State 
University, Columbus, spoke on “New Concepts in 
Cancer Research.” 

The second speaker was Dr. Charles M. Caravati, 
associate professor of clinical medicine, Medical Col- 
lege of Virginia at Richmond, whose topic was “An 
Appraisal of Present Therapy of Peptic Ulcer.” “A 
Short Course in Thoracic Surgery” was presented by 
Dr. Morris H. O°Dell, thoracic surgeon, Charleston. 

Final speaker for the one-day program was Dr. 
William Curtis Adams, Department of Pediatrics, Uni- 
versity of Louisville School of Medicine at Louisville, 
who discussed “Respiratory Infection.” 
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Sioux State Chieftains — 7 his trio of officers is shown at the third an- 
nual business and scientific meeting of North Dakota chapter. Left 
to right are Drs. Richard D. Nierling, Jamestown, secretary-treasurer; 
David Jaehning, Wahpeton, new president, and Alan K. Johnson, 
Williston, outgoing president. The two-day meeting was held at the 
University of North Dakota Medical School in Grand Forks. 


Guest Speakers for Mountain State—These physicians appeared on 
the program of West Virginia’s tenth annual scientific meeting in 
Charleston. From left to right they are: Drs. Charles M. Caravati, 
Richmond, Va.; John H. Holzaepell, Columbus, Ohio; William C. 
Adams, Louisville, and Morris H. O'Dell, Charleston, W. Va. 


Promoted West Virginia Charter—Honored at their state meeting 
were these three doctors who were among the original nine charter 
members of the Mountain State chapter. They were presented plaques 
by the chapter president during the annual scientific session. Shown 
left to right are Drs. Carl B. Hall of Charleston, Ralph Frazier of 
Logan and Benjamin V. Blagg of South Charleston. 


During the noon luncheon the charter members of 
West Virginia’s chapter were honored. Three of the 
remaining six were present to receive plaques certify- 


251 


; 
4 
2 


— 
EN “| 
i 
a 
‘ : 
| 


GP Volume XIX, Number 3 


: 
f 
| 
252 


ing their outstanding service as members of the 
founders’ group. Originally a group of nine, three 
charter members are deceased. Those who received 
plaques from Dr. Parks were Drs. Carl B. Hall of 
Charleston, Benjamin V. Blagg of South Charleston 
and Ralph Frazier of Logan. (See cut.) 

Another plaque was presented in absentia at the 
luncheon to Dr. James W. Ramey, formerly of Blue- 
field, W. Va. Dr. Ramey was one of ten recipients of 
the Mead Johnson General Practice Scholarships 
awarded in 1957. He served a one-year residency at 
Bluefield Sanitarium and is now in Kentucky where he 
expects to locate in general practice. 

West Virginia’s annual scientific meeting this year 
will again be held at the Daniel Boone Hotel in 
Charleston from June 19 to 21. 
p> Dr. Joseph Massaro of Manchester, Conn., became 
president of the Connecticut chapter at the recent 
annual business meeting at the Waverly Inn in 
Cheshire. He succeeds Outgoing President Edwin F. 
Trautman of Trumbull. 

Taking office with Dr. Massaro were the following 
officers: Dr. Rudolph Damiani, Waterbury, president- 
elect; Peter Scafarello, Hartford. re-elected as treas- 
urer, and John Monacella, Windsor, re-elected as 
secretary. 

More than 125 chapter members attended the one- 
day meeting during which the following program of 
action was presented : Formation of a hospital advisory 
group, organization of a research project ; more educa- 
tional opportunities ; increased local chapter servicing ; 
a continuing public relations campaign to increase 
stature of general practitioners and increased support 
of the membership drive. 

A panel of business and management experts ad- 
dressed the members following the election of officers. 
Theme for the session was “An Evening in Paris” with 
appropriate Parisian favors and decorations. 

Prior to this meeting the Connecticut chapter’s 
seventh annual scientific symposium had been held in 
the Hotel Statler Hilton in Hartford. 
> Dr. Carroll L. Witten, Louisville, chairman for the 
1959 SOC conference, has been selected as president- 
elect of the Jefferson County (Kentucky) chapter. The 
election of officers was held December 11. 

The editor of the KAGP Journal since its inception, 
Dr. Witten also recently served as chairman of his 
chapter’s symposium on recent advances in medicine, 
held in the Kentucky Hotel in Louisville. At this meet- 
ing there were seven scientific speakers who discussed 
ulcers, sinus disease, antibiotics, radioisotopes, im- 
munization, hormones and “The Usefulness of Useless 
Knowledge.” 


In 1957 the active Kentuckian was presented a spe- 
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cial Achievement Award by 
the Kentucky chapter in 
appreciation of his efforts 
in behalf of the organiza- 
tion. He is also editor of the 
Jefferson County Medical 
Society publication and 
serves on the AAGP Com- 
mittee on Voluntary Pre- 
paid Medical Care. 

> Academy President Hol- 
land T. Jackson, Ft. Worth, 
Tex., was featured speaker 
at the annual meeting of the 
Arkansas chapter in Little 
Rock, October 15-16. 

Dr. Henry Wallace Thomas of Dermott was installed 
as president at the meeting, which was held at the 
Marion Hotel. Dr. Guy Farris, Little Rock, was named 
as president-elect ; Dr. L. A. Whittaker, Ft. Smith, was 
elected vice president, and Dr. Thomas Honneycutt, 
Little Rock, was selected as secretary-treasurer for the 
1958-59 year. 

Arkansas members attending the scientific program 
were informed by the opening speaker, Dr. Claude J. 
Hunt, Kansas City surgeon, that ulcers are more 
prevalent among business leaders than laborers, due 
to thé constant stress. 

There was an estimated attendance of 100 physicians. 
> New officers of the St. Louis (Missouri) chapter 
were installed at their annual dinner meeting at .Le 
Chateau in December. (See cut.) 

Dr. Charles A. Molden succeeds Dr. Walter C. Gray 
as president. Other officers installed were Dr. E. W. 
Hall, president-elect ; E. V. Henschel, vice president ; 
V. E. Michael, secretary, and E. H. Edele, treasurer. 


Carroll L. Witten, M.D. This 
year’s SOC chairman was 
recently selected as president- 
elect of the Jefferson County 
(Kentucky) chapter. 


St. Louis Selects Five—The 1959 officers of the St. Louis (Missouri) 
chapter are, left to right, Drs. V. E. Michael, secretary; C. A. Molden 
(standing), president; E. V. Henschel, vice president; E. H. Edele, 
treasurer, and E. W. Hall, president-elect. 
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CAMP SUPPORTS FOR OBESITY 


help relieve back strain, venous return from the lower 
: extremities and abdomen, improve respiration 


In obese persons with a pendulous ab- 
domen, the forward displacement of the 
center of gravity results in increased lum- 
bar lordosis and painful strain on the mus- 
cles and joints of the lower back. Later 
results are drooping round shoulders and 
increased strain on the feet and lower ex- 
tremities. The pendulous abdomen also 
retards the return of venous blood from 
the abdominal viscera and lower extremi- 
ties and results in diminishing excursion 
of the diaphragm and decreased vital 
er Camp obesity supports are spe- 
cifically and scientifically designed to hold 


S.H. CAMP and COMPANY 


up the pendulous abdominal wall and sup- 
sa the viscera in a more normal position. 
he center of gravity is returned toward 
its proper position over the supporting 
skeleton of the pelvis and lower extremi- 
ties, diminishing lordotic back strain and 
improving both circulatory and respiratory 
efficiency. The Camp obesity support en- 
circles the pelvis and establishes a founda- 
tion for support of the adbomen thus the 
—_ benefits not only in relief from 
atigue but gets a real lift with greater 
mobility and cosmetic improvement. 


Jackson, Michigan 
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Elected to the chapter’s board of directors were Drs. 
N. A. James, Charles A. Nester, Robert W. Tichenor 
and W. A. Mullarky. 

Special guests at the installation included Dr. 
Charles E. Molden of Troy, Jll., father of the new 
president, who was recently honored by the Illinois 
Medical Society for 50 years of practice; Dr. Arthur 
W. Neilson, president of the St. Louis Medical So- 
ciety, and Dr. Emmett B. Drescher, president of the 
St. Louis County Medical Society. 
pNewly-elected president of the Dade County 
(Florida) chapter is Dr. Leon Eisenman, who was in- 
stalled at the chapter’s annual dinner dance December 
14 in Miami Beach. 

Also installed were Drs. Jack Keefe III, vice presi- 
dent, and Bernard Yesner, secretary-treasurer. 

A cocktail hour, scientific talk on hypnosis, dinner, 
dancing and entertainment comprised the party at the 
Eden Roc Hotel. 

On April 19, Dade County members will attend a 

one-day scientific symposium which will also be held 
at the Eden Roc. 
p Recently-elected officers of the Wyoming chapter 
are Dr. Willard H. Pennoyer, Cheyenne, president; 
Dr. Willis M. Franz, Newcastle, president-elect; Dr. 
Nels A. Vicklund, Thermopolis, vice president, and 
Dr. S. Joseph Giovale, Cheyenne, secretary-treasurer. 
> Dr. Herman E. Drill, chairman of the Committee 
on Scientific Assembly for next month’s Assembly in 
San Francisco, was luncheon chairman during a recent 
symposium on clinical medicine sponsored by the 
Hennepin County (Minnesota) chapter and the Hen- 
nepin County Medical Society. 

The one-day meeting was held January 12 at Hotel 
Leamington in Minneapolis. Seven scientific speakers 
appeared on the program, covering a variety of topics 
from cardiac problems and the problem child to leu- 
kemia and geriatrics. 

Besides the noon luncheon for physicians and wives, 
there was an evening reception and an afternoon pro- 
gram for the wives. 
> One of the 1958 Assembly speakers, Dr. George A. 
Constant, chief of staff of neuropsychiatry at Victoria 
Hospital, Victoria, Tex., was a guest speaker for 
Oregon chapter’s recent symposium on gastroenter- 
ology. 

Chapter officers acted as moderators for the January 
I4 session, held in the Hotel Multnomah in Portland. 
Acting as moderator for the morning session was Dr. 
Robert H. Tinker, chapter president from Portland. 
Chairman for the noon portion of the program was Dr. 
Murdoch McIntyre. vice president, Eugene. Moderator 
for the afternoon session was Dr. Stanley A. Boyd. 
president-elect from Portland. 
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In addition to Dr. Constant, who addressed physi- 
cians and their wives at the noon luncheon, there 
were six other scientific lecturers on the program, 
covering various aspects in the study of gastroenter- 
ology. A question and panel discussion followed both 
the morning and afternoon presentations. 
> The management of terminal illnesses was the theme 
for a one-day symposium sponsored January 21 by the 
Stark-Carroll (Ohio) chapter, the Canton Academy of 
Medicine and Stark County Medical Society. 

Held in the St. Francis and Onesto Hotels in Can- 
ton, the one-day session featured six medical speakers 
who covered diagnoses and management of various 
types of terminal illnesses. 


Inasmuch as GP deadlines fall almost six 
weeks ahead of the publication date, state 
chapter officers are asked to keep this in mind 
when anticipating advance publicity in GP. 
For instance, in order for a specific item to be 
included in May “‘News,” this material must 
reach us no later than March 15. 


sufficient supply of 


TETR 


U.S. PAT. NO. 2, 
The Original Tetracycline Phosphate Complex 


You may want TETREX to 
start therapy on the next 
patient you see with 


acne vulgaris 


BRISTOL LABORATORIES INC SYRACUSE. N.Y. 
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ACTIVITY 


Our daily activities demand energy from food 
. . . aS does maintenance of healthy bodies . . . 
repair of sick ones . . . and growth of young ones. 
The amount of energy demanded varies from 
level of activity . . . body size . . . stage of growth 
... pregnancy ... lactation... and state of health. 

Food intake is largely controlled by our body’s 
demand for energy. Wise selection of food is 
necessary to insure that we satisfy nutrient needs 
while we satisfy energy demands. 

Foods combined in the minimum amounts sug- 
gested in A Guide to Good Eating provide most 
of the nutrient needs and about 2/3 the energy 
needs of the average healthy active adult. Of the 
adult Recommended Dietary Allowance, these 
amounts of 
milk and dairy foods supply about 1/7 of the cal- 
ories . . . foods in the meat group supply about 1/5 
of the calories . . . vegetables and fruits supply 
about 1/9 of the calories . . . breads and cereals 
supply about | /3 of the calories. 

More of these or other foods . . . with mod- 
erate use of sugars and syrups, fats and oils in 
food preparation and at the table . . . quickly 
increase the calorie intake to meet energy needs. 
An adequate supply of energy is essential if the 
body is to make efficient use of dietary protein. 


A GUIDE TO GOOD EATING — USE DAILY 
DAIRY FOODS 


3to 4 glasses milk—children e 4 or more glasses— 
teenagers « 2 or more glasses—adults « Cheese, ice 
cream and other milk-made foods can supply part of 
the milk 

MEAT GROUP 
2 or more servings « Meats, fish, poultry, eggs, or 
cheese— with dry beans, peas, nuts as alternates 


VEGETABLES AND FRUITS 
4 or more servings e« Include dark green or yellow 
vegetables; citrus fruit or tomatoes 


BREADS AND CEREALS 
4 or more servings « Enriched or whole-grain added 
milk improves nutritional values 


Thus, even in reducing diets, calories from carbo- 
hydrates and fats should be included. 

When combined in well-prepared meals, foods 
selected from each of these four food groups can 
Satisfy the tastes, appetites and energy needs of 
all members of the family . . . young and old. 

The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 
Since 1915... promoting better health 
through nutrition research and education. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


111 N. Canal Street + Chicago 6, Ill. 
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CONTINUED FROM PAGE 37 


On the Calendar 


> 

> 

*Classified by the Commission on Education as acceptable for post- ; 


graduate study credits under Category I. Members should report 
actual hours of attendance. Maximum hours listed when available. 


WREN! 


*Apr. 6-10. University of Michigan, course in diseases of the heart. 
University Hospital, Ann Arbor. (43 hrs.) : 

*Apr. 6-10. University of Michigan, course in diagnostic radiology, 3 
University Hospital, Ann Arbor. (24 hrs.) 

*Apr. 6-11. University of Buffalo, course on anesthesia, Buffalo, 
N. Y. (39 hrs.) 

*Apr. 6-May 29. New York University-Bellevue Medical Center, 
full-time course on internal medicine, New York City. (280 
hrs.) 

*Apr. 8. University of Oklahoma, course on anesthesia for the part- 
time anesthetist, Oklahoma City. (4 hrs.) 

*Apr. 8-10. University of Kansas School of Medicine, et al., course 
on ophthalmology, University of Kansas Medical Center, 
Kansas City, Kan. (17 hrs.) 

*Apr. 10-11. University of Oklahoma, course on treatment of 
athletic injuries, Oklahoma City. (12 hrs.) 

*Apr. 12. Northern Virginia chapter and Alexandria, Arlington and 
Fairfax County Medical Societies, tenth Northern Virginia clinical 
assembly, Wakefield High School, Arlington, Va. (51 hrs.) 

"Apr. 12-14. Tennessee chapter, annual meeting, Peabody Hotel, 
Memphis. 

*Apr. 13-14. AAGP Invitational Scientific Congress, Honolulu, 
Hawaii. 

*Apr. 13-15. University of Kansas School of Medicine, et al., course 
on anesthesiology, University of Kansas Medical Center, 
Kansas City, Kan. (21 hrs.) 

*Apr. 13-15. Mayo Clinic, clinical reviews, Mayo Civic Auditori- 
um, Rochester, Minn. (21 hrs.) 

*Apr. 13-18. University of Michigan, course in electrocardiograph- 
ic diagnosis, University Hospital, Ann Arbor. (27 hrs.) 

*Apr. 14-16. South Carolina chapter, Greenville postgraduate semi- 
nar, Greenville General Hospital. (22 hrs.) 

*Apr. 16. Greater Kansas City chapter, Wyandotte (Kansas) chapter 
and University of Kansas School of Medicine, course on medical 
and surgical emergencies, University of Kansas Medical Center, 
Kansas City, Kan. (4 hrs.) 

*Apr. 16-18. University of Minnesota, course on allergy for gen- 
eral physicians and specialists, Minneapolis. (15 hrs.) 

*Apr. 19. Florida chapter and Dade County (Florida) chapter, course 
on recent advances and their office application, Eden Roc Hotel, 
Miami Beach. (6 hrs.) 

Apr. 20-23. College of General Practice of Canada, third annual 
scientific convention, Royal York Hotel, Toronto. 

*Apr. 20-24. University of Michigan, course in rheumatology, 
University Hospital, Ann Arbor. (29 hrs.) 

Apr. 20-24, American College of Physicians, meeting, Conrad 
Hilton Hotel, Chicago. 

“Apr. 22-24. Kentucky chapter, annual meeting, Kentucky Hotel, 
Louisville. 

Apr. 27-29. Aere Medical Association, meeting, Hotel Statler, 
Los Angeles. 

Apr. 27-May 1. American Psychiatric Association, meeting, Civic 
Auditorium, Philadelphia. ; 

*Apr. 27—May 1. University of Michigan, course in metabolism 

. an endocrinology, University Hospital, Ann Arbor. (30 hrs.) 
Apr. 30-May 1. Utah chapter, annual meeting, Hotel Utah, Salt 
Lake City. 


FOR A PAIR OF BINOCULARS. 


TAKE CORICIDIN TABLETS 
AND TRADE YOUR BACK PAIN IN 


CN-s-319 


ALL RIGHTS RESERVED. 


SORRY GLADYS, | CAN'T. 
You KNOW HOW | AM 
THIS TIME OF THE MONTH. 


HI, AGNES. WANT TO | 
GO BIRDWATCHING 
THIS AFTERNOON ? 


© 1959, SCHERING CORPORATION, BLOOMFIELD, NEW JERSEY. 
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TABLETS AND ELIXIR 


To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 

In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 


e Niairic prevents brain tissue hypoxia 
Ascorbic Acid 


Bioflavonoids : 
Alcohol Send now for samples and literature... 


Average Dose: 1 tablet or 1 tsp. (5 cc.) t.i.d. A: F. ASCHER AND COMPANY, INC. 


Tablets, bottles of 100 and 500. : 
om Elixir, bottles of 1 pint. Ethical Medicinals / Kansas City, Missouri 


— 
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Schedule of Events—ereventn ANNUAL SCIENTIFIC ASSEMBLY—SAN FRANCISCO 


Day and Date 
Friday, April 3 


Saturday, April 4 


Sunday, April 5 


Monday, April 6 


Tuesday, April 7 


Wednesday, April 8 


Thursday, April 9 
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Time 


Event 


9:00 A.M. 
7:00 p.m. 
7:30 A.M. 
9:00 a.m. 
9:00 A.M. 
9:00 A.M. 
9:00 a.m. 
12:15 p.m. 


2:00 P.M. 
5:30 P.M. 
7:30 A.M. 
9:00 a.m. 
9:00 ‘A.M. 
10:00 a.m. 
10:00 a.m. 
2:00 p.m. 
5:30 P.M. 
7:30 A.M. 
8:30 A.M. 
8:30 A.M. 
8:30 a.m. 
9:00 a.m. 
9:00 A.M. 
12:00 
1:00 p.m. 
6:30 P.M. 
8:30 A.M. 
9:00 a.m. 
9:30 A.M. 
12:15 p.m. 
12:30 P.M. 
3:00 P.M. 
EVENING 


8:30 A.M. 
9:00 a.m. 


12:00 Noon 
12:30 p.m. 
3:00 
8:00 P.M. 
9:00 p.m. 
8:30 a.m. 

12:00 Noon 
12:30 P.M. 
P.M. 


Board of Directors Meeting 
Nominating Committee 

Reference Committee Chairmen Breakfast 
Rules Committee 

Nominating Committee 

Delegates’ Registration 

Ladies’ Registration 

Joint Luncheon Meeting: Board, Local 
Arrangements Subcommittee Chairmen, 
Scientific Assembly Committee 
Congress of Delegates Convenes 

Three Reference Committee Hearings 


Committee on Scientific Assembly Breakfast 
Three Reference Committee Hearings 
Ladies’ Registration 

Exhibitor Registration 

Member Registration 

Congress of Delegates 

Three Reference Committee Hearings 
Committee on Scientific Assembly Breakfast 
Member Registration 

Ladies’ Registration 

Three Reference Committee Meetings 
Congress of Delegates 

Ladies’ Registration 

Congress Recesses 

Scientific Assembly Convenes 
Delegates’ Dinner 

Member and Ladies’ Registration 
Scientific Assembly 

Ladies’ Tours 

Century Club Luncheon 

Ladies’ Luncheon 

Mead Johnson Awards 

State Chapter Functions 


Member and Ladies’ Registration 
Scientific Assembly 

(San Francisco Medical Society Day) 
Board of Trustees, AAGP Foundation 
Medical Exhibitors Association Luncheon 
Ross Awards 

Inauguration Ceremony 

President’s Reception and Ball 
Member Registration 

Assembly Closes 

Board of Directors Meeting 


Departures for Invitational Scientific Congress. 


Honolulu, T. H. 


Place 


Fairmont 
Fairmont 
Fairmont 
Fairmont 
Fairmont 
Fairmont 
Fairmont 
Fairmont 


Fairmont 
Fairmont 


Fairmont 
Fairmont 
Fairmont 
Civic Auditorium 
Civic Auditorium 
Fairmont 
Fairmont 
Fairmont 
Civic Auditorium 
Civic Auditorium 
Fairmont 
Fairmont 
Fairmont 


Civic Auditorium 
Fairmont 

Civic Auditorium 
Civic Auditorium 


Mark Hopkins 
Fairmont 
Civic Auditorium 


Civic Auditorium 
Civic Auditorium 


Fairmont 

Mark Hopkins 
Civic Auditorium 
Fairmont 
Fairmont 


Civic Auditorium 


Civic Auditorium 
Fairmont 
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Now you can be sure your patients receive full 
therapeutic doses of salicylates. Aspirin Supprettes 
rectally achieve the same salicylate blood levels as 
do equal oral doses, without gastric or rectal irritation. 


ASPIRIN SUPPRETTES 


® Ideal when oral therapy is difficult or impossible 
In febrile conditions accompanied by nausea or 
vomiting 
To eliminate local gastric irritation 
For prolonged salicylate therapy 
In rheumatic fever 
For relief of emotional trauma of fever, pain, in- 
somnia 


ASPIRIN w/SECOBARBITAL 
SODIUM SUPPRETTES 

@ For safe, rapid sedation of short duration 
@ In insomnia, anxiety states 

@ To quiet hyperexcitability 

@ Preoperatively 

SUPPLIED: 

Aspirin Supprettes: 1 gr., 3 gr., 5 gr. and 10 gr. 


Aspirin w/Secobarbital Supprettes: 
No. 1—(aspirin 1 gr., secobarbital sodium Ve gr.). 


No. 2—(aspirin 3 gr., secobarbital sodium ¥% gr.). 
No. 3—(aspirin 5 gr., secobarbital sodium 4 gr.). 
No. 4—(aspirin 10 gr., secobarbital sodium 11% gr.). 
IN JARS OF 12. 


THE ‘“‘NEOCERA” BASE 
MAKES THE DIFFERENCE 


Contains no oils or fatty materials. 
Consists of water-soluble 
Carbowaxes* with active 
dispersal agent. 

*Trademark U.C.C. 


ASPIRIN SUPPRETTES 
and 

ASPIRIN w/SECOBARBITAL 
SODIUM SUPPRETTES 


NO REFRIGERATION NECESSARY 
Samples on Request 


Webster 


THE WILLIAM A. WEBSTER COMPANY ec MEMPHIS 5, TENN. 
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APRIL 6-9, 


Scientific Lecture Program 


ELEVENTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN 
SAN FRANCISCO, 


CALIFORNIA 


ACADEMY OF GENERAL PRACTICE 


Hour 


Monday 
April 6 


April 7 


Tuesday 


Wednesday 
April 8 


Thursday 
April 9 


9:00-9:30 a.m. 


9;30-10:00 A.M. 


10:00-11 :00 a.m. 


11:00-11:30 a.m. 


11:30-12:00 a.m. 


12:00-1 :30 p.m. 


1:30-2:00 p.m. 


REGISTRATION 
BEGINS 9:00 A.M. 


Effect of Dietary Fat 
on Serum Cholesterol 
Francisco Grande, M.D. 


OPENING 
OF SCIENTIFIC 

AND TECHNICAL 
EXHIBITS 
9:00 A.M. 


Hypertension 
Arthur Grollman, M.D. 


Prematurity 
and Postmaturity 
1. The Premature Baby 
James L. Dennis, M.D. 
2. Postmaturity 
Mitchell J. Nechtow, M.v. 


Diabetes 
1. Living with Diabetes 
Richard M. Johnson, M.v. 
2. New Concepts in 
Diabetic Management 
Bertrand E. Lowenstein, M.D 
3. Diabetes: Relationship 
to Degenerative 
Vascular Disease 
Laurance W. Kinsell, M.v. 


RECESS FOR EXHIBITS 


Cardiac Arrest 


W. H. Snyder, Jr., M.D. 


Premenstrual Tension 
Ernest W. Page, M.D. 


OPENING OF PROGRAM 


Recognition of Surgical 


Norman E. Shumway, M.D. 


Heart Conditions 


Menopause 
Edwin Overstreet, M.D. 


Medicine Prepares for the 
Space Age 
Captain Norman Barr, v.s.t 


WELCOMING SPEECHES 
1:00 p.m. 


NOON RECESS 


2:00-3:00 p.m. 


Doctors in a 
Changing World 
Walter H. Judd, 


Immunology 

K. F. Meyer, M.v. 
Moderator 

Newer Knowledge of 
Standard Immunization 
Agents 

Geoffrey Edsall, 

Immunization Procedures 
in Virus and Rickettsial 
Diseases 

Edwin H. Lennette, M.v. 


Surgery 
1. Surgical Convalescence 


Fred Bentley, M.v. 

2. Peritoneal Surgery 
Joel Baker, M.D. 

3. Hernia Repair 
Fred Hicken, 


—When Does It End? 


Orthopedics 

1. Soft Tissue and Joint 
Injuries to Children 

J. Vernon Luck, M.D. 

2. Fractures in Children 
Are Different 

Walter P. Blount, 

3. Foot Deformities in 
the Newborn 

John H. Moe, 


RECESS FOR EXHIBITS 


Public Health and Its 
Relation to the 
Practice of Medicine 

Leroy H. Burney, M.D. 


EVENING 


Animal Diseases 
Transmissible to Man 
James H. Steele, D.v.M. 


Burn Therapy 
1. The Body’s Response 


2. Immediate Therapy 


Lt. Col. Edward H. 
Vogel, Jr., M.D. 


to Burns 
W. D. Snively, Jr., 


Neurological Diagnosis 
of Headache 
Jose Garcia Oller, M.v. 


in Burns 


Parkinson Disease 
Therapy 
Donald Macrae, M.v. 


DELEGATES’ DINNER 


STATE CHAPTER FUNCTIONS 


PRESIDENT’S RECEPTION 


LECTURE PROGRAM 
ENDS 12:00 NOON 


EXHIBIT HALLS 
CLOSE 12:30 P.M. 
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in Mexico, 
it’s called the ‘turista’ or ‘Montezuma’s revenge’ 


diarrhea by any name 


GASTROENTERITIS 
BACILLARY DYSENTERY 
PARADYSENTERY 
SALMONELLOSIS 
DIARRHEA OF THE NEWBORN 
NONSPECIFIC DIARRHEA 
“SUMMER COMPLAINT” 


usually responds rapidly to 


NEOMYCIN-SULFASUXIDINE@® -KAOLIN-PECTIN SUSPENSION 


for rapid relief of ail diarrheas—regardless of etiology 


fruit-flavored, readily accepted by patients of all ages* 


Neomycin—rapidly bactericidal against most intestinal pathogens, but 
is relatively ineffective against such diarrhea-causing organisms as Shigella. 


SULFASUXIDINE— an ideal adjunct to neomycin because it is highly effective 
against Shigella and certain other neomycin-resistant organisms. 


Kaolin and Pectin—coat and soothe the inflamed mucosa, adsorb toxins, 
help reduce intestinal hypermotility, help provide rapid symptomatic relief. 


*For infants, CREMOMYCIN may be administered in the regular bottle feed- 
ing, since its fine particles easily pass through a standard nursing nipple. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILA. 1, PA. 


CREMOMYCIN AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC. 
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1959 Technical Exhibits 


EpucaTIONAL activities of Assembly registrants would not be complete without careful 
investigation of the technical exhibits to be shown in San Francisco. These exhibitors, all 
carefully selected, and their representatives are eager to be of service to you. 


Abbott Laboratories 

Air-Shields, Inc. 

Alcon Laboratories, Inc. 

A. S. Aloe Company 

American Ferment Company 
American Medical Association 
American Sterilizer Company 
The American Tobacco Company 
Ames Company, Inc. 

The Armour Pharmaceutical Co. 
Arar-Stone Laboratories, Inc. 
B. F. Ascher & Company, Inc. 


Association of American University Presses 


Audio-Digest Foundation 
Ayerst Laboratories 


The Baker Laboratories, Inc. 
Banner Cross 

Barnes-Hind Laboratories, Inc. 
Bauer & Black (Kendall Co.) 

W. A. Baum Company, Inc. 
Beck-Lee Corporation 

Becton, Dickinson and Company 
Beech-Nut Life Savers, Inc. 

Bennett Respiration Products, Inc. 
Borcherdt Company 

The Borden Company 

Boyle and Company 

George A. Breon & Company 
Bristol Laboratories, Inc. 
Bristol-Meyers Products Division 
Broemme] Pharmaceuticals 

Brooks Appliance Co. 

The Burdick Corporation 
Burroughs Wellcome & Co. (U.S.A.) Inc. 
Burton, Parsons & Company 


§. H. Camp & Company 

Cardiotron E. P. L., Inc. 

Carnation Company 

The Central Pharmacal Company 
Chattanooga Pharmacal Co., Inc. 
Chicago Pharmacal Company 
Chicago Reference Book Company 
Church and Dwight Company, Inc. 
Ciba Pharmaceutical Products, Inc. 
Clark and Clark 

The Coca-Cola Company 

Coreco Research Corporation 

Cutter Laboratories 


Darwin Laboratories 

Davies, Rose & Company, Limited 
F. A. Davis Company 

Davol Rubber Company 

De Puy Manufacturing Company, Inc. 
Deseret Pharmaceutical Company 
Desitin Chemical Company 
Devereux Schools 

The DeVilbiss Company 

Doak Pharmacal Co., Inc. 

Doho Chemical Corporation 

Duke Laboratories, Inc. 


Eaton Laboratories 

Eisele & Company 
Encyclopaedia Britannica 
Endo Labor:tories, Inc. 
Ethicon, Inc. 

Evaporated Milk Association 


C.B. Fleet Company, Inc. 
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Flint, Eaton & Company 
E. Fougera & Co., Inc. 
Fuller Pharmaceutical Company 


Geigy Pharmaceuticals 

General Foods Corporation 

Gerber Products Company 

Great Books of the Western World 
Grune & Stratton, Inc. 


Hamilton Manufacturing Company 
Health Insurance Council 

H. J. Heinz Company 
Holland-Rantos Co., Inc. 
Hollister-Stier Laboratories 


Institute of Public Information 
Irwin, Neisler & Company 
Ives-Cameron Company 


Jackson-Mitchell Pharmaceuticals, Inc. 
Johnson & Johnson 


Kidde Manufacturing Co., Inc. 
Kimberly-Clark Corporation 
Kinney and Company 

Knoll Pharmaceutical Company 


Charles B. Knox Gelatine Company, Inc. 


Lea & Febiger 

Thomas Leeming & Company, Inc. 
Eli Lilly and Company 

R. J. Lindquist Company 

J. B. Lippincott Company 

Lloyd Brothers, Inc. 

Loma Linda Food Co. 

P. Lorillard Company, Inc. 


McGraw-Hill Book Company, Inc. 
(Blakiston Division) 
McNeil Laboratories, Inc. 
The Macmillan Company 
Maltbie Laboratories 
(Division Wallace & Tiernan) 
Marion Laboratories, Inc. 


Massachusetts Indemnity & Life Insurance Co. 


S. E. Massengill Company 

Mattern X-Ray Division 
(Land-Air, Inc.) 

Mead Joh & Compan) 

Medco Products Company, Inc. 

Medical Aids, Inc. 

Medical, Dental, Scientific Photographic 
Equipment Co. 

Medical Fabrics Company, Inc. 

Medical Plastics Laboratory 

The Medical Protective Company 

Merck & Company, Inc. 

Merck Sharp & Dohme 

‘The Wm. S. Merrell Company 

Merrill Lynch, Pierce, Fenner & Smith 

Metro Med., Inc. 

Miles Reproducer Company, Inc. 

Milex-Fertilex 

Miller Surgical Company 

Mine Safety Appliances Company 

Minnesota Mining & Mfg. Co. 

Mission Pharmacal Co. 

The C. V. Mosby Company 


National Cash Register Company 
National Dairy Council 
The National Drug Company 


National Live Stock & Meat Board 
Nordson Pharmaceutical Labs., Inc. 
Nursmatic Corporation 

Hermien Nusbaum & Associates 


Organon, Inc. 
Ortho Pharmaceutical Corporation 
Oxy Swig, Inc. 


Parke, Davis & Company 

The Pelton & Crane Company 
Pepsi-Cola Company 

Pet Milk Company 

Pfizer Laboratories 

Pharmacia Laboratories, Inc. 
Pitman-Moore Company 
Plough, Inc. 

Poor and Logan Mfg. Company 
Wn. P. Poythress and Company, Inc. 
Procter & Gamble Company 
The Purdue Frederick Company 


Ralston-Purina Company 
Reed & Carnrick 
Rexall Drug Company 
R. J. Reynolds Tobacco Company 
The Rhinopto Company 
Riker Laboratories, Inc. 
Ritter Company 
A. H. Robins Company, Inc. 
Roche Laboratories 
(Division of Hoffman La-Roche, Inc.) 
J. B. Roerig & Company 
William H. Rorer, Inc. 
Ross Laboratories 


Sanborn Company 
Sandoz Pharmaceuticals 
W. B. Saunders Company 
Schenlabs Pharmaceuticals, Inc. 
Schering Corporation 
Schieffelin and Co. 
Julius Schmid, Inc. 
The Scholl Manufacturing Co., Inc. 
G. D. Searle & Co. 
Shelley Professional Products, Inc. 
Sherman Laboratories 
Smith-Dorsey 

(Division of Wander Co.) 
Smith, Kline & French Laboratories 
Smith, Miller and Patch, Inc. 
E. R. Squibb & Sons 
R. J. Strasenburgh Co. 
The Stuart Company 
Swift & Company 


Tampax, Incorporated 

‘Testagar & Company, Inc. 
Tru-Eze Manufacturing Co., Inc. 
S. J. Tutag & Company 


Ulmer Pharmacal Company 
The Upjohn Company 


Vanguard Pharmaceutical Corp. 
U. S. Vitamin Corporation 


Wallace Laboratories 
Wampole Laboratories 
Warner-Chilcott Laboratories 
Warren-Teed Products Company 
William A. Webster Company 
Welch Allyn, Inc. 

Westwood Pharmaceuticals 
White Laboratories, Inc. 
Wilmot Castle Company 
Winthrop Laboratories, Inc. 
Wyeth Laboratories 


Yorktown Products Company 
F. E. Young & Company 


Zimmer Manufacturing Company 
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when upper 
respiratory congestion 


$ is complicated 
by bacterial invaders 


TRISULFAMINIC provides logical therapy 


e for the patient ill with congestion and infection of the upper 
respiratory tract, as in purulent rhinitis, sinusitis, tonsillitis; 


20°38 @ 


e to help forestall secondary bacterial invasion in the patient 
suffering from “pure” infection with influenza or common 
cold viruses; 


e for the patient who is aw to “lingering or recurrent colds,” 
which might actually be flare-ups of latent infection present 


in the upper respiratory passages. 


the reasons for combining decongestant and triple sulfa therapy 


Triaminic* and triple sulfas are not only 
pharmacologically compatible, they are a 
therapeutically logical combination for 
those upper respiratory conditions where 
it is desired to combat or to prevent bac- 
terial invasion while bringing relief from 
rhinitis, rhinorrhea or sinusitis. 


The advantages of Trisulfaminic in upper 
respiratory infections include: proved 
effectiveness, safety, economy, ease of ad- 
ministration, less likelihood of sensitivity 
reactions or development of bacterial re- 
sistance, no development of Monilial 
overgrowth, compatible with antibiotics. 


Trisulfaminic 


Triaminic plus triple sulfas 
Available as Tablets and Suspension for patients of all ages 


Each easy-to-swallow Trisulfaminic Tablet 
or 5 ml. teaspoonful of Suspension provides: 


Dosage: Adults—2-4 tablets or tsp. 
initially, followed by 2 tablets or 
tsp. every 4 to 6 hours until the 


— 


TRIAMINIC® F been 
(phenylpropanolamine HCl . .12.5 mg. y 
P 625mg. or tsp. initially, followed by 1 tab- 
PY let or tsp. every 6 hours. Children 

Trisulfapyrimidines, U.S.P. . . . . 0.5Gm. under 8—dosage in proportion. 


*Contains TRIAMINIC to iD running noses &, &. and open stuffed noses orally 


SMITH-DORSEY e a division of The Wander Company « Lincoln, Nebraska * Peterborough, Canada 
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Notice of Proposed Amendments 


Notice has previously been given of the Eleventh Annual Scientific Assembly of the 
American Academy of General Practice to be held in the City of San Francisco, Cali- 
fornia, April 6 to 9, at Civic Auditorium. The Congress of Delegates will convene 
at the Fairmont Hotel in San Francisco at 2:00 p.m. on Saturday, April 4, 1959. 
Pursuant to Articles IX and X of the Constitution, the following amendments to the 
Constitution and By-Laws have been proposed and will be submitted to the Congress 
of Delegates by the standing Committee on Constitution and By-Laws at the annual 


meeting: 


Proposed Amendment No. 1: To Amend 
Section 1 of Chapter VI of the By-Laws 


Proposed by the Board of Directors 


To Make THE PReEsIpDENT AN Ex Ofri- 
cio Member OF ALL ComMMISSIONS AND 
CoMMITTEES 


ResotvepD, That Section 1 of Chapter 
VI of the By-Laws shall be and is hereby 
amended at Line 2 by inserting after the 
comma following “Directors,” the words 
“and all standing commissions and com- 
mittees,”’. 


Explanation: The Chairman of the 
Board of Directors is an ex officio 
member of all standing committees. 
The Board of Directors feels that the 
president also should automatically be 
a member of all commissions and 
committees. 


Recommendation of the Committee: FOR 


Proposed Amendment No. 2: To Amend 
Chapter [X of the By-Laws by Adding 
Section 10 : 


Proposed by the Board of Directors 


To Proving For a ComMIssION ON 
INSURANCE 


Reso.vep, That Chapter IX of the By- 
Laws shall be amended by adding a new 
section thereto to be numbered Section 
10, reading as follows: 

“Sec. 10. The Commission on Insur- 

ance shall be composed of a chairman 

selected from the members of the 

Board of Directors and nine or more 

members from the membership of the 

Academy. In appointing the first com- 

mission, the Board shall appoint three 

for three years, three for two years, 
and three for one-year terms. There- 
after, three members shall be appoint- 
ed annually for three-year terms to fill 
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expiring terms. The function of this 
committee shall be to: (1) Investigate, 
develop, prepare and conduct pro- 
grams of insurance and investment for 
the protection and benefit of Academy 
members, and (2) Encourage the en- 
rollment of qualified members in Acad- 
emy insurance and investment pro- 
grams.” 


Explanation: The Board of Directors 
feels that this important committee 
should become a standing commission 
with staggered terms and a chairman 
from the Board of Directors. 


Recommendation of the Committee: sus- 
STITUTE AMENDMENT PROPOSED 


The Committee on Constitution and 
By-Laws agreed there should be contin- 
uity on the Insurance Committee, but 
felt it possible that there might not always 
be a member of the Board of Directors 
qualified or interested in this special field 
to serve as chairman. The Committee on 
Constitution and By-Laws therefore sub- 
mits the following substitute amend- 
ment: 


Resotvep, That Chapter [X of the By- 
Laws shall be amended by adding a new 
section thereto be numbered Section 10, 
reading as follows: 

**Sec. 10. Committee on Insurance. The 

Committee on Insurance shall be com- 

posed of nine members appointed by 

the Board of Directors from the mem- 
bership of the Academy. In appointing 
the first committee the Board shall 
appoint one-third of the members for 
one year, one-third for two years, and 
one-third for three years, and there- 
after three new members shall be ap- 
pointed annually for three-year terms. 

The Board of Directors shall designate 

the chairman annually from among the 

members of the committee. The func- 
tion of this committee shall be to: 

(1) Investigate, develop, prepare and 

conduct programs of insurance and 


investment for the protection and ben- 
efit of Academy members, and (2) En- 
courage the enrollment of qualified 
members in Academy insurance and 
investment programs.” 


Proposed Amendment No. 3: To Amend 
Section 7 of Chapter I of the By-Laws 


Proposed by the New York Chapter 


To Permit Active Memsers Wuo En- 
TER SPECIALTY ResipENCIES OR Prac- 
Tice To Continue THEIR INTEREST IN 
AND AFFILIATION WITH THE ACADEMY 


Resotvep, That Section 7 of Chapter 
I of the By-Laws shall be and is hereby 
amended by inserting at Line 2 following 
the word “active” and preceding the 
word “practice” the word “general,” 
thereby making said sentence read as 
follows: ‘Any member of this Academy 
who has ceased the active general prac- 
tice of medicine but who desires to con- 
tinue membership in the Academy may, 
upon the recommendation of his state 
chapter, be placed in the classification of 
sustaining member.” 


Recommendation of the Committee: FOR 


In approving the above amendment, 
the committee wishes to call attention to 
the fact that the person so elected to sus- 
taining membership must have first been 
active member of the Academy and his 
election to this classification is entirely 
left to the discretion of the state chapter. 
The committee feels that some loyal and 
interested members of the Academy who 
subsequently decide to enter a specialty 
residency or to limit their practice to a 
particular field should be permitted to 
retain an affiliation with the Academy. It 
is the opinion of the standing committee 
that such individuals could frequently be 
of great help and support to the Acad- 
emy. 


Proposed Amendment No. 4: To Amend 
Section 8 of Chapter VI of the By-Laws 


Proposed by the California Chapter 


To Permir Directors To Serve Two 
ConsECUTIVE TERMS 


Resotvep, That Chapter VI, Section 8 
of the By-Laws shall be amended by de- 
leting the sentence, ‘No director shall be 
eligible for renomination to the Board of 
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—with its antitussive-antihistaminic-expectorant actions— 
tackles coughs that “shang on” after colds—coughs of allergic 
or non-allergic origin. 


CLISTIN EXPECTORANT is pleasantly fruit flavored, 


lemon-yellow colored, non-narcotic—does not upset the 
stomach, 
ticl 
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ber 
Each 5 cc. contains: Clistin® Carbinoxamine Maleate 2 mg., Ammonium Chloride 120 mg., Sodium Citrate Lif 


120 mg., Potassium Guaiacolsulfonate 60 mg., Chloroform 0.01 cc., Benzyl Alcohol 0.3 % 
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Directors unless at least one year has 
@lapsed since the expiration of his pre- 
term”, and substituting in lieu 
thereof the following: ‘‘No director shall 
serve for more than two (2) consecutive 
terms with the exception that a fractional 
jerm of 1% years or less shall not be 
counted as a term.” 


Recommendation of the Committee: 
AGAINST 


This proposal has been considered 
more than once before by the Congress of 
Delegates and each time has been re- 
jected. The standing committee believes 
that the present system, which requires 
One year interregnum between terms of a 
director is a satisfactory one. 


Proposed Amendment No. 5: To Amend 
Sections 2, 3, 4, and 5 of Chapter IX 
of the By-Laws 


Proposed by the California Chapter 


To Permit SELECTION OF CoMMISSION 
CHAmRMEN FROM OTHER THAN MEMBERS 
or THE Boarp or Directors 


Resotvep, That Chapter IX, Sections 
2, 3, 4, and 5 of the By-Laws shall be 
amended by striking from Lines 2 and 3 
of each section the words “selected from 


the Board of Directors.” 


Recommendation of the Committee: 
AGAINST 


The committee feels that the Academy 
has run smoothly and made great strides 
under the present system and sees no 
reason for a change unless there is a 
specific reason not made known to the 
committee. 


Proposed Amendment No. 6: To Amend 
Sections 8 and 9 of Chapter I of the 
By-Laws and Article III of the Con- 
stitution 


Proposed by the Minnesota Chapter 


To Esrasusn a Lire MemBer CLassi- 
FICATION OF MEMBERSHIP 


Resotven, That the Constitution, Ar- 
ticle Ill, “Membership,” line 3, be 
changed as follows: (4) Honorary Mem- 


bers, (5) Sustaining Members, and (6) 
Life Members. 
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BE IT FURTHER RESOLVED, That the By- 
Laws, Chapter I, “Classes of Member- 
ship and Election,” have a new section to 
be labeled Section 8, ‘Life Members.” 
The present Section 8 would remain un- 
changed and be labeled Section 9. The 
new Section 8 would read as follows: 

‘Section 8. Life Members. Any person 

who has continued membership in the 

Academy from the year 1948 and who 

has attained age 70 may on application 

to the Board of Directors be classified 
as a Life Member. 

**Life Members shall be subject to re- 
election each three years, shall be ex- 
pected to fulfill all postgraduate re- 
quirements as set down for other mem- 
bers age 70, and shall have all the 
privileges and obligations of full mem- 
bership. 

‘Dues for Life Members shall be 
$5.00 per year and they shall receive 
GP.” 


Recommendation of the Committee: 
AGAINST 


The committee believes that the con- 
cept of life membership is inconsistent 
with the underlying philosophy of the 
Academy. There is already provision for 
members past age seventy in Section 3 of 
Chapter I of the By-Laws, wherein such 
members are relieved of the requirement 
for maintaining postgraduate study cred- 
its. The proposed amendment would 
continue to require such study, but 
would reduce the dues for members past 
age 70 from $20.00 to $5.00. The com- 
mittee is not convinced that there is any 
good reason for creating a new classifica- 
tion of membership in the Academy. 


Proposed Amendment No. 7: To Amend 
Section 6 of Chapter IX of the By-Laws 


Proposed by the Minnesota Chapter 


To EsrasusH Five-Year TERMS FOR 
MEMBERS OF THE COMMITTEE ON 
Screntiric AsSEMBLY 


Wuereas, It has come to the attention 
of the Minnesota Chapter of the Amer- 
ican Academy of General Practice that 
the Committee on Scientific Assembly is 
desirous of having certain changes made 
in the structure of the Committee on 
Scientific Assembly in order to create a 
more effective operation in the develop- 
ment of the annual scientific program, 
and 

Wuereas, it is generally recognized 


that the function of this important com- 
mittee is paramount to the success of the 
development of the scientific program, 
and 
Wuereas, it is believed that the more 
experience a member has in working on 
the committee, the more effective he will 
be as chairman in his senior year, now, 
therefore, be it 
Resotvep, That Section 6 of Chapter 
IX of the By-Laws be amended by strik- 
ing all of Lines 1 through 10, up to the 
sentence beginning ‘“Appointees shall,” 
and substituting the following: 
"Sec. 6. Committee on Scientific Assem- 
bly. The Committee on Scientific As- 
sembly shall consist of five members, 
with one member appointed to the 
committee each year by the Board of 
Directors at their May meeting. Ap- 
pointments to the Committee on 
Scientific Assembly shall be for a term 
beginning at the time of their appoint- 
ment and terminating at the close of 
the fifth ensuing Annual Assembly, 
provided, however, that in making the 
first appointments to this committee 
the Board of Directors shall appoint 
one member for a five-year term, one 
member for a four-year term, one mem- 
ber for a three-year term, one member 
for a two-year term, and one member 
for a one-year term. In the fourth year 
of a member’s term, he shall become 
Chairman of the Subcommittee on 
Scientific Exhibits. In the fifth year of 
a member’s term, he shall become 
Chairman of the Committee on Scien- 
tific Assembly. In the event of the 
inability of a member, other than the 
chairman, to serve his complete term, 
a replacement shall be appointed to the 
committee by the Board of Directors, 
said replacement to be considered as a 
first-year member, with all other mem- 
bers automatically moving up. In the 
event of the senior member’s inability 
to serve his final year as chairman, the 
immediate past chairman shall be re- 
instated as chairman for that year.” 


Recommendation of the Committee: 


AGAINST 


The standing committee is convinced 
that it would be unwise to automatically 
designate a man to become chairman of 
a committee five years after his original 
appointment. On the contrary, the com- 
mittee believes that the present system 
under which this committee operates is 
an adequate and thoroughly satisfactory 
one. At present, two members are ap- 
pointed each year for three-year terms. 
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Lactum?® formula was selected... 


Mark ...age 3 days 

Mark’s urea clearance is low—but only normally so, for a 
newborn. Mark’s renal functions will mature in a few days. 
Meanwhile the Dextri-Maltose® carbohydrate modifier in 
Mark’s Lactum formula protects him against renal osmolar 
overload. 


Dorothy ...age 1 month 

“Lactum liquid is so easy to use! I just add a canful of 
water to the contents of the Lactum can,” Dorothy’s mother 
says, ‘‘and there’s a day’s supply of formula! I spend less 
time in the kitchen and more time with my baby. And that’s 
the way it ought to be.” 


Sandra...age 2 months 

Sandra’s mother didn’t have enough breast milk for her 

hungry little daughter and felt a bit guilty about it—though 

for the average baby, her supply would have been quite 
_ enough. The extras that Sandra needed were supplied by 

convenient supplemental feedings of Lactum (powder), and 

by Poly-Vi-So!® drops. 


LACTUM® (MODIFIED MILK FORMULA, MEAD JOHNSON) Liquin / ““INSTANT’’ POWDER 


\ Mead Johnson 


Symbol of service in medicine fP.2350m 
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In the third year of his appointment, a 
member normally becomes either chair- 
man of the committee or chairman of the 
Committee on Scientific Exhibits. Still, a 
newer member may prove to be a more 
natural selection for either of these posi- 
tions than one of the senior members. 
The committee is opposed to any system 
which would automatically make a man 
chairman of a committee regardless of his 
abilities for the job and in view of the fact 
that some newer appointee on the com- 
mittee might well be better qualified for 
the position of chairman. 


Proposed Amendment No. 8: To Amend 
Section 1 of Chapter VIII of the By- 
Laws 


Proposed by the Illinois Chapter 


To Proviwe ProporRTIONAL REPRE- 
SENTATION IN THE CONGRESS OF DELE- 
GATES 


Wuerzas, The principle of propor- 
tionate representation is an accepted 
maxim in democratic governments and 
most associations and societies; and 

Wuereas, as of January 1958, we find 
the following number of states in these 
membership brackets: 


Number of | Number of 
Members States 


100 
100— 300 12 


Wuersas, in analyzing these figures we 
find that the present method of arbitrarily 
lecting two delegates from each state is 
felt to be unfair because in terms of mem- 
bership the lowest twenty-seven states 
havea total of 3,835 members, or approxi- 
mately seventeen percent of the total 
AAGP membership, and yet have fifty- 
one percent of the votes in the Congress 
of Delegates. The highest eight states 
have a total of 11,772 members, or ap- 
Proximately fifty per cent of the total 
AAGP membership and yet have only 
approximately twelve per cent of the vote 
in the Congress; and 


Wuereas. each member of the Acad- 
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emy pays the same dues and the same 
subscription fee for GP, and is entitled 
to the same services and same represen- 
tation as every other member; and 

Wuereas, the principle of proportion- 
ate representation has been ignored and 
the twelve members in Alaska have the 
same voice, the same two delegates, as 
does California with over 2,500 members, 
which is obviously discriminatory to the 
latter; and 

Wuereas, the problems which usually 
have their inception in the more densely 
populated areas make it important that 
these areas have a more adequate voice 
in the policy making governing body of 
the Academy because these problems 
eventually spread to the more sparsely 
populated areas; and 

Wuereas, since the AAGP is a nation- 
al organization, all states, both small and 
large, should have adequate representa- 
tion with no discrimination; and 

Whereas, many valuable suggestions 
for the benefit of the general practitioner 
have come from those who happen to re- 
side in less densely populated areas, the 
larger states should acknowledge these 
contributions, and it is, therefore, sug- 
gested that the representation not be ona 
straight per capita basis, but one which 
takes cognizance of the importance of the 
smaller states, who, through no fault of 
their own, are smaller in population; and 

WHEREAS, it is not felt to be beneficial 
to the Academy to have the larger states 
dominate its policies, just as it is not 
beneficial to the Academy to have the 
smaller states dominate its policies; and 

Whereas, it is felt that the greatest 
benefit will result if members have a pro- 
portionate representation which does not 
permit the overshadowing of one group 
above all others, and yet which does not 
too greatly enlarge the Congress, which 
would make it unwieldy; the following 
number of delegates have been suggested 
or representation of states in the accom- 
panying membership brackets: 


; and 

Wuereas, this apportionment is felt to 
be fair because neither the group of 
smaller states or the group of larger states 
will be dominant, but instead will be 
buffered by a group of medium sized 
states and, in addition, will not create a 
large and unwieldy Congress (the addi- 
tional delegates can still be accommo- 
dated in approximately the same size 
room in which we have been accustomed 
to meeting) ; and 

Wuereas, the Congress of Delegates of 
the American Academy of General Prac- 
tice has not been elected on a propor- 
tionate basis up until now; therefore 

Be iT RESOLVED, That Chapter VIII, 
Section 1 of the By-Laws of the AAGP be 
omitted, and in its place a new Section 1 
be inserted to read as follows: “Each 
constituent state or regional chapter 
which has received a charter pursuant to 
Chapter III of these By-Laws shall be 
entitled to elect delegates and alternate 
delegates to the Congress of Delegates 
apportioned on the basis of the member- 
ship in good standing of that chapter as 
follows: 


Number of 
Members 


0- 100 
101- 300 
301- 600 
601-1,000 

1,001-1,500 
1,501-2,100 
2,101-2,800 


Number of 
Delegates 


Alternate delegates shall be elected in an 
equal number, and apportionment is to 
be made on the basis of membership fig- 
ures supplied to each constituent chapter 
office or officers by the executive director 
of the AAGP on each January 1. Election 
of delegates and alternates will be made 
by constituent chapters on the basis of 
these figures during the entire year end- 


Number of States 
in this Group 


at Present 


Number of 


Membership Delegates 


Number of Delegates 
in the Lowest, Highest 
and Middle Group 


100 
101— 300 


301— 600 


601-1,000 
1,001-1,500 
1,501-2,100 
2,101-2,800 


2 
4 
5 
8 
300- 400 8 
400- 500 4 
500- 600 3 
600- 700 1 
700- 800 2 | 
800- 900 0 
1,000-2,000 6 
2,000-3,000 1 
4 
;and 
Delegates 
5 3 39 
3 13 39 63 — 
a 4 15 60 60 — 
5 3 15 
6 2 12 = 
8 8 63 
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PREVENTS “MORNING SICKNESS” IN 9 our OF 10 PREGNANCIES 


In 941 cases'’? effective in all but 17. Two timed-release tablets at bedtime 
start to work in the early morning and reach maximum potency at normal 
waking hour. BENDECTIN then provides exceptional relief of nausea and vomit- 
ing by three distinct and complementary actions. 1. Antispasmodic—Benty! 
10 mg.—relaxes G-| smooth-muscle spasm; 2. Antinauseant—Decapryn 10 
mg.—centrally effective .. . combats histamine-like metabolites often present 
in blood stream during pregnancy; 3. Nutritional supplement—pyridoxine 
10 mg.—just the amount necessary to help control ‘“‘morning sickness.”’ 


j 


1. Nulsen, R. O.: Ohio State M. J. 53:665, 
1957. 2. Personal communications, 1956-57. 


Formula: Each tablet contains: 

Bentyl (dicyclomine) Hydrochloride. 10 mg. 
Decapryn (doxylamine) Succinate. ..10 mg. 
Pyridoxine Hydrochloride ................ 10 mg. 


THE WM. S. MERRELL COMPANY 
New York - CINCINNATI + St. Thomas, Ontario 
Another Exciusive Product of Original Merre'! Research 


TRADEMARKS: ‘“BENTYL,* *DECAPRYN,” 


— 
Merrell 
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ig December 31. The delegates thus 
ected will be seated in the following 
fers Congress. Delegates and alter- 
Semates shall be elected for two-year terms, 
bruntil their respective successors are 
ected, provided, however, that at the 
inception of this system, or the inaugu- 
milion of a new chapter, a chapter may 
@ect half as near as may be of its allotted 
@elegates and alternates for one-year 
lems, thereafter electing half as near as 
may be the allotted number each year 
for two-year terms. Delegates and alter- 
ates shall be allowed to serve until the 
Completion of their terms. New delegates 
Bnd alternates may be added in the same 
manner as the original selection.” 


Recommendation of the Committee: NONE 


The committee discussed this problem 
great length and submits the amend- 
Ment to the Congress of Delegates 
Without recommendation either for or 


against. 


Proposed Amendment No. 9: to Amend 
Section 2 of Chapter I of the By-Laws 


| Proposed by the Commission on Member- 
ship and Credentials 


To DeteTre THE THIRD ALTERNATIVE 
MempersHip REQUIREMENT 


Resotvep, That Section 2 of Chapter I 
of the By-Laws be amended at Line 24 by 
deleting therefrom the word “or” and 
adding in lieu thereof the following: 
“provided, however, that candidates 
who were graduated from medical school 


prior to January 1, 1965 shall be eligible 
for election to active membership on com- 
pletion of three years of general prac- 
tice.”’, and by striking all of Line 25 from 
said section. 

Explanation: A resolution before the 
1958 Congress of Delegates to provide for 
the establishment of a two-year hospital 
training program as part of the minimum 
requirements for membership was re- 
ferred to the Commission on Membership 
and Credentials for further study. The 
commission considered the question at 
its meeting on June 8 and again on 
November 16 and proposed such an 
amendment. 


Recommendation of the Committee: FOR 


The committee is in hearty accord 
with this proposed amendment and 
recommends its adoption by the Con- 
gress of Delegates. Attention is called to 
the fact that the Commission on Member- 
ship and Credentials as well as the MUSE 
Committee and the Commission on Edu- 
cation have recommended a gradual ele- 
vation in the prerequisites for member- 
ship in the Academy. This proposal was 
considered by the Congress of Delegates 
in 1958 and referred by it to the Com- 
mission on Membership and Credentials, 
which has in turn recommended to the 
Committee on Constitution and By-Laws 
that such a change in the present re- 
quirements be effected. 


Note: I hereby certify that the above 
proposed amendments were received by 
the Secretary of the American Academy 
of General Practice in accordance with 


the requirements set forth in Article IX 
and Article X of the Constitution. 


Signed: Mac F. Canat 

Executive Director 
The Committee on Constitution and 
By-Laws considered, at the request of the 
Commission on Membership and Cre- 
dentials, the procedure for reinstatement 
of members as provided in Section 3 of 
Chapter I of the By-Laws. It is the opin- 
ion of the Commission on Membership 
and Credentials that members are allow- 


_ ing themselves to be dropped for non- 


payment of dues when actually they have 
not completed the postgraduate study 
requirements. Subsequently, they are en- 
rolled as new members thus avoiding the 
necessity of completing postgraduate 
study requirements for another three 
years. The Committee on Constitution 
and By-Laws sees no need for a change in 
the By-Laws and feels that this is a 
matter purely for the state chapter to 
control. There is nothing in the present 
By-Laws which compels a state chapter 
to re-elect a member after he has relin- 
quished his membership either voluntar- 
ily or involuntarily. A member who is 
dropped for nonpayment of dues should 
not be re-elected to membership by the 
state chapter if there is any suspicion 
that he has resorted to this subterfuge in 
order to evade the requirements for 
postgraduate study. 


Committee on Constitution and By-laws 


Joun E. Foster, m.p., Chairman 
A. I. Doxrorsky, M.D. 

Letanp S. Evans, M.D. 

Juuran K. Wetcu, Jr., M.D. 
Artuur P. REDING, M.D. 

Jason C. SANDERS, M.D. 


Synthetic 
Skeletons 


Dr. Etwortu Lowrey and Dr. Wendell Lowrey, Gatesville, Texas, had a hard time getting a 
genuine skeleton when they returned to private practice at the end of World War II. Six 
months was too long to get delivery on a human skeleton, they decided. 


Then followed the idea for Medical Plastics Laboratory, which is now turning out skulls 
and skeletons. The bones are made of plastics and are manufactured for use by students of 
medicine, dentistry and allied professions. 

The Lowreys and a dentist friend, Dr. T. R. Williams, were told by plastic and mold com- 
panies that skeletons could not be made of plastic. Not disheartened, they began experimenting 
with making their own molds, using an old Indian skull the Lowreys’ father had used. Finally, 
they perfected a moJd from which plastic impressions of a bony skull were reproduced. They 
named it Yorick after the skull in Shakespeare’s “Hamlet.” Later they disassembled the com- 
plete skeleton and started making molds for the separate parts. 

A synthetic skeleton has lots of advantages, the Lowreys say. It is intact, inexpensive, resist - 
ant to chipping and nicking, easily cleaned and the parts are interchangeable. 
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That's the with the right form of 
VITERRA on his regimen! This comprehen- | 


sive vitamin-mineral formula is ideal in’ ~ ready uil a 
frank nutritional deficiency states (viTERRA © to reb d é 


Therapeutic) or in daily supplementation © 
(viterRA Capsules, viteRRA Tastitabs® and 
VITERRA Pediatric). 
VITERRA Therapeutic: when high poten- 
cies are indicated. 
VITERRA Capsules: 10 vitamins, 11 min- 
erals for balanced daily supplementation. 
Now in a soft, soluble capsule this small  e 
for added patient convenience. : 
VITERRA Tastitabs: viterraA the way chil- ~ 
dren like it best. Chew it, swallow it, let — 
it melt in the mouth. Dissolve it in liquids, — 
or add it to the formula. 


convenient, delicious 
VITERRA Pediatric in the unique new 
Metered-Flow bottle. 


Dosage: usually one capsule or 
Tastitab daily. 


Supplied: capsutes: in 30’s and 100’s. 
TASTITABS: bottles of 100. 
VITERRA PEDIATRIC: 50 cc. bottles. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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11th Annual Scientific Assembly 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 
SAN FRANCISCO, CALIFORNIA 
APRIL 6-9, 1959 


HOTEL RESERVATIONS 


MorE THAN 7,000 family doctors, wives and guests 

will attend the San Francisco meeting. Here are im- 

portant points to remember: 

ge- Room assignments will be made in the order 
they are received. Reservation requests must 
be sent to the AAGP Housing Bureau, Room 
300, 61 Grove Street, San Francisco 2, Cali- 
fornia. Include required deposit. 

gg Delegates and speakers will be at the Fair- 
mont and Mark Hopkins Hotels. Rooms at 
these hotels will not be available for general 
assignment. A block of rooms has been re- 
served for delegates but individual reserva- 
tions are required. These should be made on a 
special form that will be sent to all delegates 
of record. 

ng- List definite arrival and departure times and 
the names of all persons who will occupy the 
room. 

ae- Cancel early if you cannot attend so another 

member may have your room. 


REGISTRATION 


ADVANCE REGISTRATION will be at the Fairmont and 
the Civic Auditorium. Delegates may register at 
the Fairmont Saturday morning, April 4; members 
may register at the Fairmont Saturday afternoon. 
On Sunday, April 5, members may register at either 
the Fairmont or the Civic Auditorium. Starting 
Monday, April 6, all registration will be at the 
Civic Auditorium. 

Ladies’ registration begins Sunday, April 5, at the 
Fairmont and Monday, April 6, at the Civic Audi- 
torium. 


SCHESULE OF EVENTS 
THE CONGRESS OF DELEGATES, the Academy’s policy- 
making body, will convene in the Fairmont Hotel 
at 2:00 p.M., Saturday, April 4. 


THE SCIENTIFIC PROGRAM 
MORE THAN 25 of the nation’s top medical authori- 
ties will discuss 12 subjects and new developments 
in the fields of therapy and diagnosis. 

The Civic Auditorium will be the headquarters 
for all scientific sessions. 

The scientific and technical exhibit areas will 
open at 9 A.M., Monday, April 6. The scientific 
sessions will convene at 1:30 P.M., April 6, and at 
9:00 A.M. on Tuesday, Wednesday, and Thursday. 


TRANSPORTATION 
Four major airlines and six railroads serve San 
Francisco: 


Airlines Railroads 

AMERICAN BURLINGTON 

TWA NORTHWESTERN PACIFIC 
UNITED SANTA FE 

WESTERN SOUTHERN PACIFIC 


UNION PACIFIC 
WESTERN PACIFIC 


MAKE ©UR RESERVATION NOW! USE THE RESERVATION FORM ON THE FOLLOWING PAGE DS 


This aerial view of San Francisco shows the downtown area and the city’s 


SAP PCP 
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Hotels in San Francisco 


11th Annual Scientific Assembly 


AAGP «x SAN FRANCISCO « APRIL 6-9, 1959 


Where Reservations Are Available 


Zone Hotel Location Single Double Twin Beds Parlor Suites 
Alexander Hamilton 631 O'Farrell $ 6.50-14.00 $ 9.00-16.00 -$ 9.00-16:00 $14.00- 60.00 
Bellevue Geary-Taylor 7.00-10.00  9.00-12.00 10.00-14.00 18.00- 25.00 
Beverly Piaza 342 Grant 7.00- 9.00 9.00-11.00 10.00-12.00 20.00 
Biltmore 735 Taylor 7.00- 7.50 9.00- 9.50 11.00-11.50 
Californian _ 405 Taylor 8.00 10.00 12.00 22.00- 25.00 
Canterbury 750 Sutter 9.00-17.00 1050-19.00 12.50-20.00 25.00- 35.00 
Caravan Lodge - Eddy & Larkin 12.00-18.00 16.00-22.00 28.00- 36.00 
Cartwright 524 Sutter 6.50 8.50 
Cecil 545 Post 7.50- 8.50  9.50-10.50  11.00-12.00 
Chancellor 433 Powell 6.50 8.50 950 : : 
Clift Geary-Taylor 13.00-20.00 15.00-17.00  16.00-23.00 41.00- 50.00 
Colonial 650 Bush 8.00 - 12.00 15.00 20.00- 25.00 
Commodore ‘825 Sutter 5.00-12.00  7.00-14.00  8.00-16.00 
Devonshire 335° Stockton 6.00- 7.00  7.00-10.00  8.00-10.00 12.50- 25.00 
Drake-Wiltshire 340 Stockton 10.00-11.00 12.00-14.00 15.00-16.00 25.00- 35.00 
El Cortez 550 Geary 8.00- 9.00 9.00-12.00  10.00-14.00 18.00- 24.00 
Embassy 610 Polk 450-550  5.50- 7.50 6.00- 7.00 12.00- 18.00 . 
Fairmont’ 950 Mason 12.00-20.00  16.00-24.00 16.00-24.00 37.00- 66.00 

Headquarters Hotel. Rooms are not available for general assignment. 
Federal 1087 Market 4.00 5.00- 6.00 6.00 
Fielding 386 Geary 7.00- 9.00 8.00-10.00  9.00-12.00 
Franciscan 350 Geary 7.00 9.00 12.00 20.00 
Gaylord 620 Jones 7.50 9.50-10.00 10.00-12 50 25.00 
Goiden State ‘114 Powell 4.75- 6.00 7.00- 7.50  8.00-10.00 
Grant 753 Bush 5.50 7.50 8.50 
Herald 308 Eddy 3.50- 4.00 5,00- 6.00 7.00- 8.00 
Herbert 161 Powell 3.50- 5.00 4.00- 6.00  6.00- 7.00 
Holiday Lodge Van Ness-Washington - 18.00-20.00 30.00 
Huntington 1075 California 10.00-15.00. 14.00-20.00  14.00-20.00 35.00- 50.00 
King George 334 Mason 8.00 10.00 12.00-14.00 
Lankershim 55 5th 3.50- 4.50 450-550 550-650  9.00- 11.00 
La Salle 225 Hyde 6.00 7.00 8.00 14.00 
Leland 1315 Polk 5.00- 8.00  7.00-10.00 7.00-10.00 12.00- 15.00 
Manx 225 Powell 6.00- 8.00  8.00-10.00  9.00-11.00 15.00- 20.00 
Mark Hopkins* 999 California 14.00-18.00 18.00-22.00 18.00-22.00 32.00- 60.00 
Headquarters Hotel. Rooms are not available for general assignment. 
Maurice 761 Post 6.00- 8.00  8.00-10.00  8.00-11.00 15.50- 16.50 
New Alden 333 Fulton 4.00 5.50 7.50 
Olympic 230 Eddy 6.00- 850 7.00-10.50  9.00-10.00 16.50 
Oxford 16. Turk 7.00- 8.00 8.00 9.00 
Pickwick 85 Fifth 5.50 7.50 8.50 
Plaza Post-Stockton 10.50-13.50 
Roosevelt 240 Jones 5.00- 6.00 7.00- 3.00 8.00- 9.00 
Richelieu Geary-Van Ness 6.00- 8.00 8.00-10.00 10.00-12.00 

L St. Francis Powell-Geary 12.00-22.00 12.00-20.00 15.00-24.00 26.00- 75.00 

B Senate 467 Turk 5.00- 5.50 6.00- 650  7.50- 8.00 

E Senator 519 Ellis 4.50 5.50 6.50 13.00 

F Shaw 1112 Market 5.00 6.00 8.00 

N Sheraton Palace Market-New Mtgy 8.50-16.00 12.50-20.00 12.50-2000 20.00-100.00 

Sir Francis Drake 450 Powell 10,00-14.00 12.00-16.00 15.00-20.00 30.00- 40.00 

L Somerton . 440 Geary 6.00 8.00 10.00 12.00 

Spaulding 240 O'Farrell 5.00- 7.00 6.00- 8.00  7.00- 9.00 14.00 

Stewart 351 Geary 6.00-10.00  8.00-10.00 10.00-18.00 25.00- 30.00 

Stratford 242 Powell 4.50- 5.00 5.00- 7.00 7.00- 8.00 

N Sutter 191 Sutter 4.00- 7.00 6.00- 9.00 7.00-10.00 15.00 

1 Vanderbilt 221 Mason 5.00 6.00 8.00 

C Whitcomb 1231 Market 7.00-10.00  8.00-16.00  9.00-16.00 18.00- 30.00 

Worth 641 Post 5.00- 7.00 6.00- 8.00  7.00- 9.00 

York 580 Geary 5.00- 8.00  7.00-10.00 10.00-12.00 14.00 
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Important Information 
About Your 
Hotel Reservations 


A Housing Bureau has been organized for { 
AAGP 11th Annual Scientific Assembly in § 
Francisco. Since all requests for rooms 
handled chronological order, it is recom 
mended that you send in your application 
early as possible. 


Pursuant to regulations of the San Francis 
Convention Bureau for all conventions int 
City, all requests for reservations must be a 
panied by a deposit check for $10.00 per ro 
made out to the AAG! Housing Bureav. Due 
the existing crowded conditions, hotels can 
unclaimed reservations by 4:00 p.m. Th 
fore, a deposit is requested to insure that ya 
reservations will be held on your arrival datd 
whatever the hour. Your deposit will 
credited to your account. Please do not 
cash. 


Cancellations: Cancellations must be recti 
15. days prior to the meeting for refund 
your deposit to be made by the hotel 
sufficient time is not allowed for the hotel 
reassign space, all of the deposit is forfeit 


late requests: Since our housing contracts 
hotel bedrooms expire 10 days prior to Gy 
opening of the Assembly, applications recei 
later than March 20 (15 days prior to the o 
ing date of the Assembly) will be 
In such cases please select your own 10 
and write to them direct. 


All reservations should be cleared through this 
ing Bureau. All requests must give definite 
and approximate hour of arrival and 6 
and addresses of all persons who will om 
rooms requested. 


All reservations will be confirmed if request & 
ceived not later than March 20. 
USE THIS CONVENE 


HOTEL RESERVATION For 
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lotel Reservation Form ‘CLIP — FILL OUT — AND MAIL TODAY! 
All TO AAGP HousiING BUREAU 
Room 300, 61 Grove Street * Please Make Reservations Noted Below: 
San Francisco 2, California see 
Single Room 
FF Choice Horel Double Bedroom 
nd Choice Hotel Twin Bedroom 
i Choice Hotel__- Parlor, bedroom suite. 
Arrival at A.M P.M. 
Departure at A.M P.M. 
“AMES OF ALL OCCUPANTS: 
Please bracket those sharing a room) - ADDRESSES: 


Check for $___._____ payable to AAGP HOusING BurgAU is enclosed. Please enclose a self-addressed, stamped envelope. 


MAIL CONFIRMATION TO ge (Name) 


(Please print or type) 
Address 


City. State 
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the instant cooling relief of 


METI-DERM Aerosol 


“Meti” steroid topical 
and when infection is a factor 


METI-DERM with Neomycin Aerosol 


especially for 


HARD-TO-TREAT PATIENTS 
a é.g.: jumpy, refractory 
children...“spray magic” 
fascinates them. 


HARD-TO-TREAT 
DERMATOSES 

é.g.: moist, itchy, painful, 
infectible lesions... 
“hands-off” treatment. 


HARD-TO-TREAT AREAS 

e.g.: back, buttocks, limbs; 

on hirsute areas of chest, genitalia, anus 
...easily reaches, evenly covers, 
effectively penetrates. 


formula 


METI-DeERM Aerosol: Each spray dispenser contains 50 mg. prednisolone. 

A 3-second spray delivers approximately 0.5 mg., an amount sufficient 

to cover an area about the size of the hand. 

METI-DERM with Neomycin Aerosol: Each spray dispenser contains 

50 mg. prednisolone and 50 mg. neomycin sulfate. A 3-second spray 

delivers approximately 0.5 mg. of prednisolone and 0.5 mg. of neomycin sulfate. 


packaging 
METI-DERM Aerosol and METI-DERM with Neomycin Aerosol, 
150 Gm. spray containers. 


also available 
METI-DERM Cream 0.5% 
METI-DERM Ointment 0.5% with Neomycin 


MetI-DerM,® brand of prednisolone topical. Meti,® brand of corticosteroids. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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CONGRESS CONVENED two months ago and the health 
legislation pattern is now taking shape. An early devel- 
opment was the allocation of more committee posts. 

The Republican-Southern Democratic line-up that 
had held many committees to a careful pace in past 
sessions has been definitely upset. From now on, fewer 
health-medical bills will be held up in committee while 
their merits are weighed (unless some of the new Dem- 
ocratic members can be sold on the cautious approach). 

Regardless what is to come in the months ahead, 
this is the picture now: 

Extension of the regular draft and with it the doctor 
draft is virtually assured. The only question is whether 
it will be extended for another four years or for some 
shorter period. The American Medical Association did 
not oppose the extension, but asked Congress to con- 
sider several points. 

1. Is a four-year extension really necessary in view of 
the shift to more technology and fewer men in the 
Armed Forces? 

2. Why should not engineers and physicists, for ex- 
ample, be included in the special draft provision, as 
well as physicians? 

Chairman Carl Vinson of the House Armed Services 
Committee drove right ahead with the draft extension, 
as soon as brief hearings had been completed. 

Prior to House approval of the measure, he said it 
was not a “Defense Department must” but an “‘Ameri- 
can must.” 

The Keogh-Simpson bill to encourage the self-em- 
ployed to set up pension plans by tax-deferral, which 
swept through the House last year but failed to pass 
in the Senate, was off to an early start. 

Even without hearings, the House Ways and Means 
Committee O.K.’d this measure, under its now-stand- 
ard procedure of giving almost automatic approval to 
bills that passed the House in the previous Congress 
but were not enacted. 


House passage with the same overwhelming voice 
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The AMA Washington Report highlights 

legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


vote was expected. At this writing, the question on the 
Keogh-Simpson bill is the attitude of the Senate, where 
the measure likely will come up this year. It lost out in 
the Senate last year when, at the last minute, both 
party policy committees decided the deferred taxes 
would be too big a drain on revenue. 

An issue of over-riding interest, in and out of Con- 
gress, is what to do to ease the medical and other bur- 
dens of the aged. Whether legislation will be passed 
in this field this year is uncertain but Congress already 
has demonstrated that it wants all the facts on hand. 

As evidence, the Senate Labor and Welfare Commit- 
tee has set up a special committee to look into all as- 
pects—health care of the aged, their housing, their 
recreation, their employment. 

Chairman is a Detroit Democrat who has strong la- 
bor support, Senator Pan McNamara. Other members 
are Democratic Senators John Kennedy of Massachu- 
setts, Joseph Clark of Pennsylvania and Jennings Ran- 
dolph of West Virginia. Republicans are Senators 
Everett Dirksen of Illinois and Barry Goldwater of 
Arizona. 

This group will not complete its $85,000 study for a 
year. Meanwhile, a report on financing the medical bills 
of the aged, prepared by the Department of Health, 
Education and Welfare, is awaited by the House Ways 
and Means Committee. The report will discuss possi- 
bilities (such as hospitalization for the elderly under 
social security) but will not make recommendations. 

Another subject on which Congress is holding up 
legislative action pending more facts is federal assist- 
ance to medical schools. A Public Health Service ad- 
visory committee report on this is due later in the 
year, after which Congress will have to decide what to 
do—if anything. 

Legislative action also is indicated on the Hill-Bur- 
ton program for grants for hospital construction. 
HEW, which failed to come up with a detailed pro- 
posal for changes Jast year, is about ready to make its 
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in the season of 


acute infections, extra 


CITRUS 


provides the increased 


VITAMIN 


and fluid needed during 


FEVER 


to prevent deficiency and 
help maintain resistance* 


*Tisdall and Jolliffe note the systemic 
relation in animals between 
vitamin C and resistance to infection, 
with increased needs evident in upper 
respiratory streptococcal infections. 


— In: Clinical Nutrition ed. by 
Norman Jolliffe et al. New York, 
Paul B. Hoeber, Inc., 1950, 
pp. 590-91, 637-38. 


TANGERINES 


COMMISSION LAKELAND, FLORIDA 
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recommendations. One possibility is legislation to give 
states greater flexibility in shifting U.S. money among 
the various categories, which range from general hos- 
pitals to nonprofit nursing homes. 

Following are details on some of the more important 
measures introduced: 


Federal Workers Health Insurance (HR 208, S 94), Johnston 
(D-S.C.), to Post Office and Civil Service. 

A voluntary, contributory program of basic and 
major medical health insurance is due for some action 
in both House and Senate. Urged on by federal em- 
ployees unions, Senate and House Civil Service Com- 
mittees are planning hearings on this long-standing 
legislation. The bill most discussed provides for the 
government to pay two-thirds and the employee the 
remainder of premiums on basic coverage; the govern- 
ment would pay all of major medical with the require- 
ment that the employee first sign up for basic. A major 
issue will be the amount of the U.S. contribution. The 
administration is reported to favor reducing the U.S. 
contribution to one-third. 


Barbiturate and Amphetamine Control (HR 33), Boggs (D-La.); 
to Interstate ¢> Foreign Commerce. 

This proposal seeks to bring about tighter Federal 
control over the manufacture, sale and use of barbit- 
urate and amphetamine drugs. The legislation stems 
from extensive hearings by a House Ways and Means 
subcommittee on alleged abuses of these and other 
drugs. The chairman was Rep. Hale Boggs (D-La.), 
who is the author of this bill. He would require manu- 
facturers, compounders and processors to list their 
names and places of business with the Secretary of 
HEW. Exempt would be physicians, pharmacists and 
hospitals and clinics, among others. Manufacturers, 
compounders, all except doctors, would have to main- 
tain complete records. 


U.S. Aid to All on Public Assistance (S 346), Langer (R-N.D.) to 
Finance Committee. 

Under present law, federal contributions to the 
states for public assistance programs are restricted to 
four classes—the needy aged, the disabled, the blind 
and dependent children. An increasing proportion of 
the money goes for medical care. This bill would make 
anyone on relief eligible for U.S. help. Also, it would 
prohibit states from setting age, residency or citizen- 
ship requirements. 


Commission the Aging (S 399), Langer (R-N.D.); Labor and 
Welfare Committee. 


Senator Langer favors a ten-man U.S. commission, 
with six members appointed by the President, two sen- 
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ators and two representatives to study problems of the 
aged. It would study existing programs in the fields of 
employment, income maintenance, health, housing, 
family relationships and recreation. The commission 
could hold hearings, and would have the power of 
subpoena. 


Removing Age Limit on Social Security Disability Payments. 
(HR 107) Jennings (D-Va.) to Ways and Means Committee. 

Representative Jennings introduced the first bill of 
the session to permit social security payments because 
of disability at any age; under present law they are not 
available until age 50. Later, it is expected many more 
bills on the same subject will be offered. 


Tax Deferment for the Self-Employed (HR 9 and 10) Simpson 
(R-Pa.) and Keogh (D-N.Y.), to Ways and Means Committee. 

This bill, now making progress in Congress, is iden- 
tical with legislation that passed the House last session. 
It would allow physicians and other self-employed to 
defer income tax payments on a limited amount of 
money placed in restricted retirement plans. Not more 
than 10 per cent of annual income or $2,500, whichever 
is the lesser, could be so set aside. Lifetime setaside 
could not exceed $50,000. 


Health Insurance Pooling (HR 167), Lane (D-Mass.) to Interstate 
and Foreign Commerce Committee. 

This is a revised version of the Eisenhower plan to 
waive antimonopoly restrictions on small insurance 
companies so they can pool funds to experiment in ex- 
tending health insurance to such hard-to-cover groups 
as the aged, the disabled, low income earners and 
farmers. Actuarial and other data developed would 
have to be made available to other insurance companies. 


U.S. Aid to Nurse Education (HR 168), Lane (D-Mass.), to Inter- 
state and Foreign Commerce Committee. 

Under this bill, states would receive federal grants 
to help schools of nursing expand their curriculum and 
give scholarships. States or institutoins would have to 
match U.S. aid, on which the bill does not set a limit, 
on a 50-50 basis. 


Armed Forces Medical Academy (HR 720), Bennett (D-Fla.) to 
Armed Services Committee. 

Mr. Bennett’s measure would limit enrollment to 600 
and provide for appointments by members of Congress, 
the President and the Secretary of Defense. After 
graduation, each man would serve a minimum of five 
years in military service, then remain in the reserves. 
Also, the Surgeon General could require academy 
graduates to practice medicine in doctor-shortage areas 
after their discharge. 
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They’ve put cardiography on the r 


| Dips one of the electronic components used in a Visette electrocardio- 
graph could be held in your two hands — dramatically demonstrat- 
ing why this is the lightest, most compact ECG in existence today. But 
these same components would also prove something else — of equal im- 


portance — about the Visette: why it can “take it”, and remain stable 
and accurate, after hundreds of trips to and from your office. 

As you looked at these examples of completely modern electronics 
used in the Visette, you would see numerous transistors — rugged, 
miniature, solid devices which do many of the jobs vacuum tubes do, 
but with the advantages of much greater durability, preferable electrical 
characteristics in certain applications, and an extremely long operating 
life. You’d also see wiring which was printed on thin, tough phenolic 
panels — in place of hundreds of separate pieces of wire; such connec- 
tions, of course, can’t shake loose under constant jarring — and they 
also make possible ‘‘building block”’ circuitry in the Visette with sepa- 
rate, easily accessible plug-in panels. 

And similar advantages in greater ruggedness, longer life, better 

rformance or smaller size would be found in other Visette elements. 

‘ach one was chosen for the contribution it could make in achieving a 
smaller, lighter, more rugged ECG — without sacrificing accuracy. To- 
gether, they become part of an electrocardiograph offering unequalled 
operating convenience and portability. More than 3000 doctors today 
know this from their own experience — in using a Visette in their 
own practices. 

Descriptive literature, “Questions and Answers” on the Visette in 
handy folder form, or details of the Sanborn 15-day Test-and-Return 
Plan available on request. Address “‘Inquiry Director.” 


SAN BORN COMPANY 


MEDICAL DIVISION 175 Wyman Street, Waltham 54, Massachusetts 
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a 
Model 300 Visette 
electrocardiograph, 
$625 delivered, 
continental U.S. A. 
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